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| sgmmemrene arteriosclerotic disease has become 
a progressively more common problem to the 
practitioner of medicine. The increased incidence 
of this entity is attributed chiefly to the more pro- 
longed life expectancy of man today as compared 
with two to three decades ago. Coincident with its 
frequency, new and rational modes of treatment 
have evolved. Whereas formerly all forms of 
therapy of peripheral arteriosclerosis were confined 
almost exclusively to non-operative means, during 
the past twelve years a surgical procedure, namely 
lumbar sympathectomy, has gained recognition, 
though perhaps not to the extent that it deserves. 


In this presentation, the writer endeavors to re- 
view the treatment of peripheral arteriosclerotic 
disease, stressing the surgical phase of therapy. 


Classification 


Peripheral vascular disease may conveniently be 
classified in the following manner : 


ORGANIC 


Acute Chronic 
1. thrombosis 1. congenital anomalies 
2. embolism 2. occlusions 


(a) traumatic 
(b) inflammatory 
(c) degenerative 


FUNCTIONAL 


Vasospastic Vasoparalytic 

1. neurogenic 1. erythromelalgia 
2. mechanical 

3. endocrine 

4. toxic 


deTakats et al in 1939, proposed the following 
clinical classification of organic arterial disease : 
Group 1; patients with an oscillometric index of 
over 4% cm at the ankle who complain of claudica- 
tion after walking five or more blocks and who have 
no pain at rest. The patients have diminished or 
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absent palpable pulsations of the foot or lower leg, 
but the skin is warm and color normal. 

Group 2. Patients with an oscillometric index under 
Y% cm at the ankle who complain of claudication 
within 2 blocks and who have no pain at rest. The 
feet are pulseless ; and though cold and dry and a 
single toe often cyanotic, trophic changes may be 
absent. 


Group 3. Patients with continuous pain at rest 
with no or minimal oscillation at the ankle. They 
have the signs and symptoms of intractable is- 
chemic neuritis. Walking may be less painful and 
even offer relief when rest in bed is difficult. 
Group 4. Patients with no oscillations at the ankle 
and exhibiting ulceration and gangrene of the digits 
or parts of the foot. The lesions are dry and not 
too painful, with no evidence of infection. 


Medical Treatment 

deTakats, Beck, and Roth stress the importance 
of the local care of feet in sclerotic limbs. They 
instruct their patients to abide by the following 
seventeen “musts” : 
1. Wash nitely with neutral soap and water. 
2. Dry feet with a clean soft rag without rubbing 
the skin. 
3. Apply 70% rubbing alcohol and allow feet to 
dry thoroughly. Then apply a liberal amount of 
vaseline or toilet lanolin and gently massage skin 
of the feet. 
4. Always keep feet warm. Use woolen socks or 
wool-lined shoes in the winter. Clean pair of socks 
daily. 
5. Use loose-fitting bed socks instead of hot water 
bottles, ete. 
6. Properly fitting shoes with particular care that 
they are not too tight. Use shoes made of soft 
leather. 
7. Cut toe nails only in very good light and only 
after cleansing the feet. Cut the nails straight 
across. 


8. Do not cut corns or callouses. 
continued on next page 
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9. Do not wear circular garters. 

10. Do not sit with legs crossed. 

11. Do not use strong antiseptic drugs on feet. 
Particularly never use tincture of iodine, lysol, 
cresol, or carbolic acid. 

12. Go to the doctor at first signs of blister, infec- 
tion of toes, ingrowing toenail or trouble with 
bunions, corns or callouses. 

13. Drink at least four quarts of water daily. 

14. Well-balanced diet with plenty of vegetables 
and fruit. 

15. Do not use tobacco in any form. 

16. Some member of the family should examine 
the patients feet weekly. 

17. Carry out prescribed exercises. 


Physical Medicine 

Physical medicine, too, has its place in the 
therapy of this malady. Heat in the form of a 
simple electric baker may be used continuously, the 
most comfortable temperature being from 85-90° F. 
Alternate hot and cold baths are not used. At bed- 
time, warm soaks, preferably mild antiseptics (i. e., 
1 :8000 potassium permanganate) are useful and 
control often-existing ringworm which is a fre- 
quent starting point of a serious infection. In the 
absence of recent vascular thrombosis and when 
the skin is intact, massage will produce reactive 
hyperemia. Diathermy, has been used with favor- 
able results and has a two-fold effect ; it heats the 
blood and causes a reflex vasodilatation of the 
extremity. Iontophoresis, using vasodilators such 
as acetyl choline and mecholyl, has been tried ; only 
mecholy! is still used, chiefly in scleroderma and 
thrombophlebitic indurations. deTakats feels that 
no other treatment is so efficient in softening the 
indurated skin of scleroderma as this cholinergic 
substance. 


lasodilators 

Various drugs have been used in an attempt to 
cope successfully with peripheral vascular disease. 
Vasodilators comprise a group which has been uti- 
lized with varying degrees of success. Nitrates 
and papaverine are still employed for acute arterial 
occlusions. 


Histamine 

In 1919, Dale and Laidlaw found that ether 
sensitized capillaries to the action of histamine so 
that but one-tenth of the dose needed in unenesthe- 
tized cats was necessary to produce “histamine 
shock.” In Man, histamine produces dilatation of 
arterioles, venules and capilliaries. In 1946 
Katz reported excellent results using intravenous 
diethyl ether for the treatment of impending 
ischemic gangrene and other peripheral vascular 
disorders. This work was repeated by Wirtschafter 
and Widmann who observed improvement in only 
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five of the twelve cases treated. In addition, eight 
patients developed unfavorable reactions such as: 
thrombophlebitis, jaundice, bradycardia, gross 
hematuria and casts, and progression of gangerene. 
In 1937, Holtz reported the conversion of histidine 
to histamine in vitro by the action of ascorbic acid. 
To obviate all the complications of intravenous 
ether, Wirtschafter and Widmann attempted to 
produce this reaction in vivo. Eleven patients were 
treated by administration of sodium ascorbate and 
4% aqueous histidine chloride. All responded 
favorably ; no amputations were required ; the relief 
of intractable pain was dramatic, occurring within 
six hours to three days following institution of 
therapy. 

In 1948, Mufson reported a new treatment for 
relief of obliterative diseases of the peripheral 
arteries, using intra-arterial infusion of histamine. 
The femoral artery of the involved extremity was 
chosen as site of injection of 1.38 to 2.75 mg of 
histamine acid phosphate in 500 cc of normal saline 
solution under a pressure varying between distolic 
and systolic blood pressure of the extremity. The 
rate varied from two to five drops per heart beat, 
and injections were given weekly or biweekly. 
Measurement of the skin temperature, oscillimetric 
index, and diffusion of radiosodium in the ex- 
tremity was done before and after histamine 
therapy. When there was an increase in the diffu- 
sion rate of radiosodium, it represented an increase 
in blood flow and total surface area of the minute 
vessels due to their dilatation and/or increase in 
capillary permeability. 

As the histamine solution enters the femoral 
artery, an erythema develops first in the groin and 
buttock and then spreads progressively distally to 
the foot. Pale areas, present later become diffused 
if the collaterals dilate. When infused slowly, his- 
tamine is fixed in the leg; the latter pinkens, and 
the remainder of the body pales. If given rapidly, 
it escapes into the general circulation, erythema 
develops in the upper part of the body while the leg 
becomes mottled and the foot, often cyonatic. 

The criteria used to evaluate the efficiency of 
histamine therapy were: (1) improvement in inter- 
mittent claudication; (2) improvement in sleep 
tolerance ; the latter refers to the number of hours 
one can lie in the horizontal position before experi- 
encing pain in the calf muscles. Mufson reported 
a definite benefit in 85% of the cases so treated. 
Improvement was prompt, appearing after three 
to six weekly treatments. 

The physiological response to histamine is prob- 
ably as shortlived as six hours; however, results 
show a mounting improvement following weekly 
infusions. Two possible causes for this persistent 
result are: (1) dilatation and opening of arterio- 
venous anastomoses ; (2) reversal of vasospasm fol- 
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lowing histamine persists when there is no reflex 
extravascular cause for vasopasm, such as pain. 

A 5% solution of sodium chloride administered 
intravenously will temporarily increase the blood 
volume of the extremities, but such an effect lasts 
only an hour. Alcohol has a two-fold action for it 
is both an effective sedative and a vasodilator. 
Iodides have been employed on the basis that they, 
as well as thyroid extract, prevent experimental 
atherosclerosis produced by feeding cholesterol to 
rabbits. In addition, a 33% mercurial ointment has 
been used with definite effect on the absorption of 
perivenous edema, mode of action unknown. 

In regard to passive vascular exercise, deTakats 
has abandoned the measurement of skin tempera- 
ture as an indication of improvement and grades 
results on: (1) return of pulsation; (2) increase 
in oscillometric readings; (3) increased claudica- 
tion time (4) healing of ulcers or small areas of 
gangrene. As for selection of patients for this 
treatment, groups 1 and 2 are routinely referred 
for such treatment ; group 3 is given 10 treatments 
and, if then improved, is given a total of prefer- 


ably 100. 


Intermittent Venous Hyperemia 

In 1937, deTakats presented a very comprehen- 
sive article on the use of intermittent venous hyper- 
emia in the treatment of peripheral vascular dis- 
ease. This was first advocated in 1917 by Thies 
and was further developed by Collins and Wilensky 
in 1936. Normally, in the blood capillary, the filtra- 
tion pressure is greater than the osmotic pressure ; 
however, this ratio is reversed in limbs suffering 
from arterial obstruction so that the circulation 
will not take place from capillary to tissue. By 
interrupting the venous backflow, the mechanical 
effect of filling and stretching venules and capil- 
laries is obvious; the filtration pressure—osmotic 
pressure ratio is restored to normal with resultant 
adequate oxygenation of tissues. 

Capillaries are capable of contracting against 
internal pressure up to 60 mm mercury. However, 
when the venous pressure is raised to 90 mm mer- 
cury, tissue edema and petechial hemorrhages may 
occur. Consequently a venous pressure greater 
than 60 mm mercury is never employed in con- 
gested, ulcerated or gangrenous legs, but when 
intermittent claudication is a chief complaint, pres- 
sures up to 90 mm mercury are used. In the practi- 
cal application of this method a triphasic cycle is 
used: (1) elevation of leg; (2) venous compres- 
sion while leg is elevated; (3) horizontal position 
followed by release. The duration of venous com- 
pression is determined by the appearance of a 
definite rubor; the duration of release should be 
approximately twice as long as the compression. 
Elevation can be active but lifting the leg with the 


help of a pulley is preferable. This eliminates 
unnecessary metabolism in tissues of the extremity. 
In the average case, a cycle is completed in six 
minutes; (1) one minute of elevation; (2) two 
minutes of compression; (3) three minutes of re- 
lease. Ordinarily, thirty minutes of this in the 
morning and thirty minutes in the evening are 
prescribed. Contraindications to its use are: (1) 
spreading infection; (2) thrombophlebitis; (3) 
widespread arteriolar destruction. 


Tocopherol 

Vitamin E is a compound composed of the 
tocopherols. In 1942, Mason demonstrated that 
the classical fetal resorption in “FE-deficient” preg- 
nant rats was due to vascular abnormalities in the 
uterine wall; this same investigator showed that 
in prolonged deficiency of this vitamin, vascular 
degeneration was a prominent feature in the 
monkey. The greatest concentrations of the toco- 
pherols occur in the heart, lungs and spleen. 

In 1948, the Shutes and associates presented 
phenomenally good results with the use of alpha 
tocopherol in five types of vascular disease: (1) 
thrombophlebitis and phlebothrombosis, (2) in- 
dolent ulcers of the leg and ankle, (3) early gan- 
grene of the extremities (4) thromboangiitis ob- 
literans, (5) cerebral thrombosis. The authors 
felt that in the cases of recent thrombosis that the 
clot itself was attacked and literally melted away 
by the tocopherols; that the thrombosed veins re- 
laxed, to permit circulation over and past the 
thrombus. They drew an analogy between the 
tocopherol and hormone substitution therapy, sug- 
gesting that one is either replenishing rapid wastage 
of tocopherols or combating the continued produc- 
tion of some noxious bodily antagonist. The aver- 
age therapeutic dosage recommended is 200 to 300 
mg of alpha tocopherol daily orally or intramuscu- 
larly ; the latter route gives quicker results. The 
authors warn that inorganic iron should not be 
given with this vitamin. They also hazard the guess 
that vitamin E may be at least as valuable in the pro- 
phylaxis of certain vascular accidents and condi- 
tions as in their treatment. 

Burgess and Pritchard also reported excellent 
improvement in patients with ulcerated sclerotic 
limbs. In sclerotic legs, the development of skin 
lesions consists first of collagenous swelling and 
vascular proliferation in the corium. Secondarily, 
a proliferative fibrosis follows. The authors demon- 
strated clinically and histopathologically the value 
of Vitamin E complex towards the regeneration of 
collagenous tissue and postulated that such an 
action occurs through inhibition of enzymes, such 
as hyaluronidase, within the cell body or by way of 
its anti-oxidant activity. They felt that it is not yet 


possible to state whether the results are obtained 
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from the concerted action of the individual toco- 
pherols or whether the tocopherols individually 
have a specific function. In moderately severe cases, 
100 to 300 mg are recommended orally each day ; 
for markedly severe, 600 mg orally and daily, 
preferably on an empty stomach and with low fat 
diet. 
Surgical Treatment 

Peripheral Nerve Block 

Though at one time popular, peripheral nerve 
block (crushing of sensory nerves to the foot) is no 
longer used because of (1) the difficulty of com- 
plete desensitization due to anatomic variations, 
(2) painful paresthesias during the period of 
return of sensation, (3) danger of spreading in- 
fection and gangrene following unnoticed trauma 
to the anesthetic areas. 


Lumbar Sympathectomy 

It has been established that the collateral arterial 
network will hypertrophy in response to an increase 
in the volume of flow thru it. Such an increase is 
dependent upon the elimination in peripheral re- 
sistance to blood flow, as brought about by dilata- 
tion of the small vessel bed into which that collateral 
network ultimately empties. If sympathetic vaso- 
constrictor impulses should inhibit therapeutic re- 
laxation of the arteriolar bed, then conservative 
vasodilating therapy will neither relieve the ische- 
mic condition nor increase the potential vascular 
reserve thru hypertrophy of the collateral arterial 
network. It has been observed that sympathetic 
vasoconstrictor tone constitutes such a barrier to 
medical treatment in a significant number of in- 
stances of arteriosclerotic disease of the lower ex- 
tremity. 

One of the first writers to report on this observa- 
tion was R. I. Harris in 1935. He published results 
of sympathectomy on twelve patients with peri- 
pheral arteriosclerosis. The majority of these candi- 
dates were selected on the basis of increase in skin 
temperature following spinal anesthesia. A good 
result was obtained in five cases ; in one other there 
was an immediate good result but relapse occurred ; 
and in six there was a poor result. 

The work of Atlas, published in 1941, stands as 
a classic in the field of peripheral vascular disease. 
The author reported twenty sympathectomies, 
twelve of which were observed for one year or 
longer. These cases were clinically characterized 
preoperatively by: (1) absence of marked pallor 
of the foot on elevation or rubor on depending ; 
(2) soft pliable skin and subcutaneous tissue ; (3) 
usually, but not always, by some degree of pulsa- 
tion in the lower leg, as measured by an oscillo- 
meter; (4) venous filling time of not more than 
fifteen seconds; (5) severe subjective or objective 
coldness of the foot ; (6) rapid rise in skin tempera- 
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ture of all toes to vasodilatation level of at least 
28° C after procaine block of sympathetic nervous 
pathways to the blood vessels of the foot; (7) 
failure of conservative treatment to ameliorate 
symptoms or to heal ulcerations. In short, these 
were cases in which the collateral vascular network 
was not incapable to hypertrophy and in which the 
small vessel bed had retained its flexibility. 

Judging from the literature, the foremost author- 
ity on lumbar sympathectomy in the treatment of 
peripheral arteriosclerotic disease is Geza deTakats. 
In selecting suitable cases, visceral arteriosclerosis 
is determined by (1) fundoscopy, (2) EKG, (3) 
two meter chest film and (4) urinary concentration- 
dilution test. Severe cerebral, cardiac or renal 
involvement naturally contraindicates any surgical 
attack on the vascular occlusion of the lower ex- 
tremities. deTakats recommends that paravertebral 
sympathetic block must precede all lumbar sym- 
pathectomies and should result in: (1) increase in 
skin temperature of the digits; (2) improvement 
in walking ability; (3) shortening of the venous 
filling time. When the digits do not warm up after 
sympathetic block but remain cold or show a para- 
doxical drop in temperature, sympathectomy is 
contra-indicated, as it may precipitate gangrene. 

One criterion which helps in deciding for or 
against sympathectomy is the relief of pain. Such 
relief is observed in severe ischemic neuritis which 
acts not unlike a causalgic state and well may be due 
to a volley of sympathetic impulses acting on de- 
myelinated sensory fibers. 

Age, per se, is not a contraindication. The num- 
ber of sympathectomies performed by deTakats on 
patients over sixty years was seven ; the oldest was 
sixty-six years. 

Freeman pertinently points out that vasospasm 
or abnormal vasconstriction is the chief indication 
for sympathectomy and that vasodilatation tests are 
limited in that they do not measure the degree of 
vasoconstriction. The clinical signs of abnormal 
vasoconstriction are: (1) peripheral cyanosis, (2) 
increased sweating, (3) constriction of superficial 
veins of extremity, (4) and delayed blanching of 
the extremity on elevation. 

There is some difference of opinion regarding 
the beneficial effects of sympathectomy in cases of 
ischemic muscle pain, the so-called intermittent 
claudication. Atlas does not feel that lumbar sym- 
pathectomy is ever indicated in intermittent claudi- 
cation per se ; however in nine of his patients with 
claudication, seven gained complete or almost com- 
plete relief. Relief of intermittent claudication, 
when obtained, follows a definite pattern. An im- 
mediate increase in walking capacity is rarely ob- 
served. However, the cramp-like pain is often re- 
placed at once by a feeling of severe fatigue. As 
the collateral circulation develops, walking capacity 
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gradually increases; at times, a year is required 
for maximum benefit. Only a small quantity of 
muscle tissue need be ischemic to give rise to con- 
siderable pain. Kellgren (1938) showed that a very 
minute quantity of irritating substance (5 minims 
of 6% saline) when injected directly into muscle 
tissue, produced intense pain not only at the site of 
injection, but also over widespread adjacent cutane- 
ous areas. In 1940, Silbert et al maintained that 
the circulatory response to therapeutic procedures 
is not necessarily parallel in superficial and deep 
structures. They demonstrated, on humans, that 
sympathetic paralysis fails to improve circulation 
of muscle whereas the circulation to the skin is 
increased. They therefore, concluded that ganglio- 
nectomy for the treatment of intermittent claudica- 
tion has no physiologic basis but that such is desir- 
able when ulceration of the skin is present. In con- 
tradistinction, Grimson and Shen tested vasomotor 
responses of skinned legs and reported directly 
opposite conclusions. 

In 1947, deTakats et al reported a series of fifty- 
seven carefully selected cases grouped according 
to the severity of the disease as described above. 
In Group 1: there were but eighteen patients since 
their symptoms progress insidiously and seldom 
cause them to seek medical advice. In sixteen, im- 
provement in walking ability was dramatic, with 
an average increase to walk without claudication 
from three to nine blocks. Two patients had no 
improvement in claudication. In Group 2: walking 
ability remained unimproved immediately post- 
operative. Of twenty-two patients, only one re- 
quired amputation. Group 3: when foot is ice cold 
and arteriolar obstruction and capillary paralysis 
are obvious, sympathectomy is of no use and may 
even precipitate gangrene. In one form, however, 
in which the pulseless foot is hot and osteoportic 
and tolerates even mild heat poorly, a causalgic 
state exists; and after satisfactory response to 
sympathetic block, a sympathectomy has everted 
amputation. There were six patients in this group. 
Group 4: supracondylar amputation used to be the 
surgical procedure of choice at the level of positive 
histamine flares. However, following sympathec- 
tomy, often a lower leg or mid-metatarsal removal 
can be tolerated. Surgical operation is performed 
by: (1) avoiding flaps; (2) suturing only skin; 
(3) avoiding tension; (4) draining thru a depend- 
ent stab wound; (5) traction is never used; (6) 
snug elastic compression is not advised ; (7) a loose 
stump dressing is applied and left alone for 12 to 
14 days. Eleven patients were in this series. 

To summarize results: Group 1: walking ability 
improved in all but two of eighteen ; Group 2: pain 
was unrelieved and gangrene developed in one of 
twenty-two patients ; Group 3: pain at rest relieved 
and amputation averted in all six patients; Group 
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4: below the knee or midmetatarsal amputation 
healed in ten of eleven patients. 


Three factors are considered, without argument, 
as being important in the causation of progression 
of arteriosclerosis: (1) diabetes, (2) lipemia, (3) 
hypertension. None have to be present but suitable 
control measures must be used when they are. Little 
need be said concerning the control of diabetes. As 
for lipemia, reduction of cholesterol levels to less 
than 250 mg prevents further atheromatous de- 
posits and is frequently made possible with high 
protein, low fat diet and thyroid, lipocaic or 
methionine. With regard to hypertension, involve- 
ment of the peripheral vascular tree obviously runs 
in fair parallel with those of the coronary arteries. 
Even the normotensive individual carries a. high 
peripheral resistance in the lower extremities when 
sitting or standing. Postural hypertension in the 
lowers favors deposition of subintimal athero- 
matous plaques, notoriously rare in the uppers. 
Control of postural hypertension in the erect human 
by sympathectomy is of great importance in the 
prevention of atheromata. The great shift in peri- 
pheral resistance which always occurs when man 
stands up can be mitigated, if not completely abol- 
ished, by sympathectomy. 


Tn analyzing the effects of sympathectomy in an 
extremity with arteriosclerosis, one must not expect 
a decided increase in basal blood flow (as measured 
by the plethysmograph). Basal blood flow is greatly 
influenced by: (1) emotional stimuli, (2) drafts, 
(3) pain. Lumbar sympathectomy frees the ex- 
tremity from such fluctuations, which are of sur- 
prising magnitude. The sympathectomized vessel 
reacts to the direct effect of cold by vasoconstric- 
tion; it warms up faster exposed to heat but cools 
off more slowly. Such a limb behaves as it would 
surrounded by a temperature of 85° F, a tempera- 
ture which abolishes vasomotor tone but which 
would be difficult to obtain even in semi-tropical 
climates. 


A striking effect of sympathectomy is relief of 
the constant burning pain which ischemic limbs 
exhibit. It is not yet clear why sectioning of sym- 
pathetic fibers should eliminate pain originating 
from injured sensory nerves since the sympathetic 
nerves in the extremities are thought not to contain 
any afferent nerve fibers. Douves’ theory states that 
because of demyelinization of sensory nerve fibers, 
cross stimulation occurs between the afferent sym- 
pathectics and the poorly insulated sensory 
axons, resulting in pain. Then too, another cause 
of pain is reflex vasoconstriction. 


Utilization of the intermittent venocapillary 
stretch is greatly facilitated by sympathectomy, 
since the constrictor reflexes which occur during 


this procedure are abolished. 
continued on next page 
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Atlas personally observed that, in a certain type 
of arteriosclerotic extremity, sympathetic denerva- 
tion of the foot is followed by gangrene. Preopera- 
tive clinical observation indicates that this un- 
toward result is likely to follow when the disease 
process, by virtue of its location or extent, has 
blocked or obliterated the collateral circulation. 
In such instances the nutrition of the foot is pre- 
cariously maintained by seepage of blood through 
partially occluded diseased channels which can 
neither dilate or hypertrophy on response to surgi- 
cally induced diminution of peripheral resistance 
to blood flow. Despite absence of an effective col- 
lateral circulation, the distal arteriolar beds re- 
mained flexible, as was indicated by a measurable 
rise in the surface temperature of the feet, after 
sympathectomy, to levels 2°-5° higher than were 
anticipated from preoperative studies. However. 
this rise in skin temperature is deceptive. In Atlas’ 
three cases of gangrene devloping postoperatively. 
there were other definite and readily recognized 
characteristics; (1) oscillometric readings at the 
supramalleolar level were 0; (2) extreme pallor on 
elevation and rubor on dependency ; (3) conspicu- 
ous atrophy of the skin and subcutaneous tissue ; 
(4) filling time of emptied dorsal venous arches 
was prolonged well beyond thirty seconds; (5) 
increase in pain and cyanosis on immersing the feet 
in warm water. 

The mechanism whereby lumbar sympathectomy 
apparently expedites tissue necrosis is somewhat 
obscure. It cannot be accounted for by sudden 
thrombosis of previously patent major vessels for 
several reasons : (1) the only major artery in which 
a pulsation could be felt preoperatively was the 
femoral: pulsation in the femoral when present 
preoneratively. remained undiminished until the 
_time of amputation ; (2) the onset of gangrene was 
not acute and its development was slowly progres- 
sive: (3) ganerene was patchy in its distribution 
and the intervening tissue remained healthy until 
the time of amputation ; (4+) patholocical examina- 
tion of the arteries did not reveal evidence of recent 
thrombosis. 

Many years ago two anatomists—Socquet in 
1862 and Hoyer in 1877, called attention to the 
presence of direct connections between arterioles 
and venules just before these vessels enter the 
capillary bed. Such anastomoses have a widespread 
distribution, being particularly abundant in the 
fingers. toes, and internal organs. They are known 
individually as a neuromyo-arterial glomus and 
they are under the vasomotor control of the sym- 
pathetic system. Clark has observed that injury to 
the sympathetic nerves causes A-V anastomoses to 
remain continuously dilated for ten to fourteen 
days ; after that time the smooth muscle apparently 
acquires tonicity and the lumen thereafter is main- 
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tained at a narrow calibre. This explains the eleva- 
tion in skin temperature following sympathectomy. 

In 1934, Popoff demonstrated the importance of 
these arteriolarvenule communications in various 
pathological conditions especially inflammation and 
disease of the blood vessels. He stressed that these 
diseases eventually turn anastomoses from active, 
contractile vessels into permanently patent channels 
thru which blood flows uncontrolled. 

Harpuder et al in 1940 presented experimental 
evidence that in the presence of peripheral vascular 
disease, A-V anastomoses distributed thruout the 
foot may shunt a significant quantity of blood 
directly into the venous circulation before it has 
an opportunity of reaching the capillary bed where 
it would be available for cellular nutrition. Using 
patients with advanced peripheral arteriosclerosis 
these investigators took venous blood froma region 
with an adequate circulation (the arms) and com- 
pared it with the same taken from an area with a 
greatly impaired circulation (the legs). Their 
results showed that in thirteen of fifteen cases, the 
oxygen content of venous blood from the lowers 
was significantly higher than that from the arms. 
xercising twelve of these patients, they found a 
pronounced rise of lactic acid above the basic level 
and in four there was a slight but distinct increase 
in oxygen content. In recovering from the exercise, 
the results differed from control group only in the 
element of time; in many instances, at the end of 
one hour there was still an elevated lactic acid 
level and oxygen deficit. 

In the presence of peripheral vascular disease 
relatively high venous oxygen and lowered carbon- 
dioxide values cannot be due to the result of in- 
creased blood flow thru tissues. Then, too, they 
cannot be caused by an increase in blood concentra- 
tion because of the constancy of oxygen capacity. 
They might be produced by decreased permeability 
of the capillaries but then one would expect to find 
low lactic concentrations in the venous blood and 
also as the capillaries would carry arterial blood 
thruout, the skin would be bright red. The authors 
therefore concluded that one must assume that in 
peripheral vascular disease, patency of the A-V 
anastomoses, even at rest, permits shunting of 
blood. This shunting of blood is apparently reduced 
in many cases, and such patients respond to light 
exercise with utilization of blood oxygen and the 
accumulation of lactic acid. Occasionally, the 
patency of the arteriolar-venule anastomoses was 
maintained during exercise, at a time when the 
demand for capillary circulation was very urgent; 
the “shunt” was manifested by elevation in oxygen 
content of venous blood; the insufficiency of the 
capillary circulation, by marked accumulation of 


lactic acid. 
continued on page 557 
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ewe of the aortic valve is infrequently 
reported in the literature, if one excludes 
cases in which vegetative endocarditis is present. 
The largest series was reported by Howard! who 
compiled 113 cases up to 1928 of which 49 were 
proven by autopsy. Since then, 2 proven cases have 
been added by Kissane, Kroons and Clark?. The 
majority of cases were associated with trauma to 
the chest or severe muscular effort, although in 5 
of those compiled by Howard the precipitating fac- 
tor was not determined. In the case we wish to 
present, no apparent direct precipitating factor 
could be found, although due to language barrier a 
detailed history was obtained from the patient with 
difficulty. 

CASE REPORT: A 52 year old Italian born 
laundry worker entered the Rhode Island Hospital 
for the first time on 3/8/48. As he spoke no 
English, it was necessary to obtain a history through 
interpreters and from his relatives. Except for 
known hypertension, he had been well until + days 
before admission. At that time, he was walking 
along the street, developed a “stomach ache” and 
felt dizzy. He returned home, was given an enema 
and put to bed. He did not think the upper abdom- 
inal pain to be particularly severe. He had no dys- 
pnea then, but the next day his family noted that 
he was short of breath and orthopneic. The abdom- 
inal pain had subsided by the next day and did not 
return. He remained at home for 4 days but the 
dyspnea and orthopnea became progressive and he 
was sent to the hospital. There was no history of 
chest trauma and he had not been working for 2 
weeks prior to the onset of his illness, though not 
for reasons of ill health. 

Examination on admission revealed an acutely 
ill male with severe dyspnea, orthopnea, and cyano- 
sis. He was perspiring profusely. The temperature 
was 98, pulse 120, respirations 34, blood pressure 
222/90 in the right arm and 198/98 in the left arm. 


The positive findings were Corrigan pulses, numer- 
ous coarse bubbling moist rales throughout both 
lungs, one plus ankle edema. The heart was enlarged 
to the anterior axillary line; regular rhythm was 
present with occasional extrasystoles ; the rate was 
120. The striking feature on auscultation was the 
presence of a harsh, intense grade 6 diastolic mur- 
mur which was heard over the aortic area and trans- 
mitted down along the sternal border. The mur- 
mur was accompanied by a thrill. There was also 
present a grade 2 systolic murmur over the aortic 
area, 

Laboratory findings showed RBC 5.3, Hemo- 
globin 15.5, WBC 11,400, Pulse 81, BUN 39, Glu- 
cose 81, Creatinine 2. Three blood Hintons were 
all negative. Urine showed 100 RBC and 25 WBC 
per high powered field with one plus protein. Urine 
culture grew out aerobacter aerogenes. Further 
urine studies showed O RBC and only an occasional 
WBC. X-rays: Chest films and fluoroscopy done 
following improvement showed marked cardiac 
enlargement chiefly in the left ventricle with con- 
gestive changes in the lung fields. EKG was inter- 
preted as showing left ventricular strain. 


Course: The patient was in severe left sided 
cardiac failure on admission and was treated with 
oxygen, demerol, tourniquets applied to the extrem- 
ities in rotation, and was digitalized. The presump- 
tive diagnosis was hypertensive cardiovascular 
disease with acute left ventricular failure, and 
aortic regurgitation of a severe nature possibly 
due to a ruptured cusp. The acute failure present 
on admission improved and he was maintained on 
digitoxin and given several injections of mercurial 
diuretics. His diet was low in sodium content. On 
this regimen, the patient became compensated and 
was discharged with no gross evidence of cardiac 
failure on the 38th hospital day. The murmurs 
remained unchanged. 

He remained well at home on maintenance digi- 
toxin and a low sodium diet for the next 10 weeks. 
He had no complaints of dyspnea or chest pain. 
About this time, however, he began to have auditory 
hallucinations, lose orientation for time or place, 
and to become disturbed at times. These episodes 
were most frequent at night. The cerebral symp- 


toms became progressive and his family brought 
continued on next page 
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him to the hospital for the second time. Examina- 
tion on his second admission again revealed signs 
of cardiac failure. There were a few basal rales, 
and the liver was felt 2 finger breadths below the 
costal margin in the midclavicular line. There was 
2 plus ankle edema. The heart was percussed 2 em. 
outside the midvascular line. Rhythm was regu- 
lar. The conspicuous aortic diastolic murmur pre- 
viously noted was this time only grade 2 in intensity. 
EKG on this admission showed prolonged p-r inter- 
val and left bundle branch block. On the initial 
examination the patient was cooperative and 
oriented. During the evening of admission, how- 
ever, he became confused, disturbed, hallucinated, 
and was completely disoriented. His abdomen which 
was soft and non tender on admission became dis- 
tended and tympanitic. Rectal examination was 
not remarkable. By morning, the patient was coma- 
tose and quietly expired on the second hospital day. 


Pathological Findings: At autopsy the prom- 
inent findings were found in the cardiovascular 
system. The heart weighed 700 grams. All chamb- 
ers were dilated, particularly the left ventricle. The 
myocardium was thickened coarse grained and 
brown-red in color, in both ventricles but most 
marked in the left ventricle. The valves appeared 
normal except for the aortic valve which was the 
site of a rupture at the attachment of the anterior 
and right posterior cusps to the aorta. The frag- 
ments projected into the lumen. The site of rupture 
beneath the point of normal attachment showed an 
irregular saccular depression in the aorta measuring 
10x 5x 4mm. The base of the depression was 
white-grey and slightly granular. Elsewhere the 
intima of the aorta was yellow-grey and contained 
several small elevated rounded plaques which were 
noted at the origin of the intercostal vessels and 
increased in number proceeding distally toward the 
bifurcation. There was no evidence of dissection 
of the aorta. Microscopically, multiple sections of 
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the aorta revealed considerable intimal hyaliniza- 
tion and thickening. Section through the defect in 
the thoracic aorta at the site of rupture of the valve 
attachment showed an erosion of the intima. The 
intima adjacent to the erosion revealed marked 
thickening and hyalinization indicating plaque for- 
mation. Elastic tissue stains of the lesion showed 
slight reduction of the amount of this component. 
There was no evidence of cyst formation but some 
vacuolization of the media and fibroblastic prolif- 
eration. No inflammatory cellular proliferation was 
present. It was the opinion of the patholigist that 
there was erosion of an atheromatous aortic plaque 
beneath the attachment of the anterior and right 
posterior cusp of the aortic valve with rupture of 
the attachment. The other findings of note were 
pulmonary edema and chronic passive congestion of 
the internal organs. 


Discussion 

The patient could not account for any incident 
that was suggestive as a precipitating factor for 
the aortic rupture. He gave no history of trauma. 
He had not worked for two weeks prior to entry 
to the hospital. He noted the onset of dyspnea the 
day following the moderate exertion of a walk. 
There was no determined strenuous muscular 
effort. Presumably the pathogenesis of aortic 
rupture occurring during muscular effort results 
from increased tension within the chest which is 
held fixed in inspiration accompanied by an increase 
in cardiac output and elevation in blood pressure. 
In cases of trauma, the rupture is secondary to 
direct injury tothe chest. This had been reproduced 
experimentally in cadavers * and dogs‘. 

Rupture of aortic valve cusps probably occurs 
much more frequently in diseased than in normal 
valves. Osler®, Lewis‘, and White’ feel that 
rupture rarely ever occurs in a normal aortic valve. 
Of the 51 autopsied cases in the literature, only 15 
were reported as free of disease. Atheromatous 
changes, lues, and vegetations superimposed on the 
rupture were noted. The majority of cases showed 
atheromatous changes both in the valve and in the 
aorta. Only a small number had either aortic or 
valvular evidency of lues reported. 

Some of the other data compiled from the cases 
summarized by Howard and reported by Kissane 
are found in Figure 1. As can be seen, the condition 
is most commonly found in middle aged males 
(probably because of more active life.) The 
anterior cusp of the aortic valve is most frequently 
involved, but any cusp or combination may be the 
site of rupture. In the cases not associated with 
direct trauma into which ours fits, the site of tear 
was the cusp itself in four cases, the angle of attach- 
ment in ten, and the intima of the aorta near the 
base of the valve in seventeen. 

The mechanical defect that results from rupture 
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(Figure 1) 
AUTOPSIED CASES REPORTED 


Undetermined 
5 cases 


Trauma 
14 cases 


Strain 
30 cases 


Erciting factor 

1820-1928 
(Howard) 

1928-1948 0 cases 
(Kissane et al) 

1948 0 cases 
((Phillips et al) 

Total 0 cases 


2 cases 0 cases 


0 cases 1 case 


16 cases 6 cases 

leads to insufficiency of the aortic valve. This may 
be marked depending on the site of tear and the 
degree of resulting incompetency of the valve. 
Clinically, the commonest symptom associated with 
the rupture is pain in the chest. This may be severe 
and since it often is substernal and may radiate 
to the neck or left arm may simulate that seen in 
coronary occlusion. However, in a number of cases 
including ours, pain is not a prominent finding. At 
the onset, syncope may occur. A few patients do 
not survive the initial tear. Sudden death occurred 
in two cases. Of the remaining group, the majority 
soon developed signs and symptoms of cardiac fail- 
ure, although in some the onset was gradual. The 
extent of the tear and underlying cardiac reserve 
determine the rapidity of development of cardiac 
insufficiency. The striking feature on examination 
of the patient is the finding of an aortic diastolic 
murmur, which is described by various adjectives 
such as whistling, whirring, cooing, etc. It is 
intense and accompanied by a thrill. It is not un- 
common for the murmur to be heard several inches 
away from the chest as in our case, and in some 
can be heard several feet away from the patient. 
It was the character and intensity of the murmur 
that led us to suspect the diagnosis in our case. 


While rupture of the aortic valve is an uncom- 
mon finding, the authors feel that certain clinical 
features are characteristic enough to make one sus- 
pect the lesion. If a patient without prior valvular 
heart disease is found suddenly to have developed 
marked aortic insufficiency following trauma to 
the chest or severe muscular exertion, one should 
certainly suspect the diagnosis of rupture in the 
aortic valve. Also the finding in any adult of a 
particularly intense aortic diastolic murmur accom- 
panied with a thrill, in the absence of bacterial 
endocarditis or lues, should make one consider 
rupture in the differential diagnosis. 


Summary 


A case of spontaneous rupture of the aortic valve 
is presented. The apparent underlying cause of 
the rupture was ulceration of an arteriosclerotic 
plaque at the site of the attachment of the anterior 
and right posterior cusps of the aortic valve. A 
review of the literature including the clinical and 
postmortem findings is given. 


(Figure 2) 
DATA SUMMARIZED 
FROM CASES REPORTED — AUTOPSIED 
Number of cases 

Sex 
Male 51 
Female 1 
Age — 19-85 years 
The majority occurred from 40-60 years 
Cusps involved 
All three 
Ant. & rt. posterior 
Ant. & It. posterior 
Rt. & It. posterior 
Anterior 
Rt. posterior 
Lt. posterior 
Not noted 
Site of Tear 
Cusp itself (tree border) 
Angle of attachment 
Intima of aorta near attachment of valve 
Not noted 
Valve status 
Normal 
Atheromatous 
Recent superimposed vegetations on tear 
Not noted 
Aorta 
Normal 
Smooth but dilated 
Atheromatous 
Lues 
Not noted 
Pain in chest 
Present 
Absent 
Not noted 
Syncope or faintness 
Present 
Absent 
Not noted 
Dyspnea 
Immediate 
Gradual 
Not noted 
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BLOCK ISLAND HOSPITAL 


The residents of Block Island have undertaken a 
campaign to provide the Island with a dispensary 
that will provide limited hospital care for those 
who make Rhode Island’s off the mainland com- 
munity their home. This enterprise warrants the 
support of all of us, and the Council of the Society 
urges that physicians contribute cash, equipment, 
or books. Donations should be sent to The Block 
Island Hospital Committee at the Island. 
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EP RCRATEN: the literature has contained reports 
drawing attention to acute intravascular hemo- 
lysis occurring in early pregnancy. Burwell, Kinney 
and Finch! reported the case of a 29-year old white 
female, who showed evidence of marked intravas- 
cular hemolysis following abortion, with the sub- 
sequent development of hemoglobinuric nephrosis. 
They state that quinine may have been used as an 
oxytocic. Licciardello and Stanbury*? describe the 
case of a 42-year-old white woman who developed 
icterus, anemia, hemoglobinuria and hemoglobi- 
nemia with abortion following the ingestion of a 
white powder. Her urine was found to contain 1.3 
milligrams of quinine per liter. Marked azotemia 
was present. Previous similar cases have been re- 
ported*, +, *. Terplan and Javert® reviewed the 
foreign literature in 1936 and noted eight instances 
of fatal and acute intravascular hemolysis associ- 
ated with quinine ingestion during early pregnancy. 
In some of these the amount was not in excess of 
the usual therapeutic dose. The authors include the 
report of a case which was under their observation. 
Recently we have studied a similar case at the Rhode 
Island Hospital. 


CASE: The patient (E.C.) was a 28-year-old 
white, married woman who had been admitted to 
the Rhode Island Hospital on two previous occa- 
sions, April, 1945 and December, 1945 for treat- 
ment following self-induced, septic abortions. At 
the present admission she complained of vaginal 
bleeding, abdominal and low back pain, nausea and 
chills. Her last menstrual period had been about 
sixty days previously. For seven days she had 
taken “two or three quinine tablets daily” up to the 
day prior to admission, at which time, she was said 
to have also inserted a catheter into her uterus. 
This was followed by vaginal bleeding with the 
passave of two large clots, crampy abdominal and 
low back pain, nausea, vomiting and chills. The 
patient denied taking sulfonamides or other medi- 
cation. 

During the two previous admissions she had been 
treated with sulfonamides with rapid improvement. 


No history of quinine ingestion was obtained on 
these occasions. The laboratory examinations were 
essentially normal except for a transient pyuria 
which had cleared under treatment. 

Physical examination on the present admission 
showed the blood pressure at 98/80, pulse 100 and 
oral temperature 100.6°. The sclerae were clear. 
The lungs were clear to percussion and ausculta- 
tion. The heart action was regular, no murmurs 
were audible and the heart was not enlarged. The 
abdomen was soft and relaxed. Tenderness to deep 
palpation was noted over the lower abdominal quad- 
rants. The cervix was enlarged, soft and had a blue 
tint. A small amount of sanguineous fluid exuded 
from the external cervical os. The cervical mucosa 
was smooth and no erosions were noted. The re- 
mainder of the examination revealed no unusual 
findings. 

A course of intramuscular penicillin consisting 
of 100,000 units at once followed by 50,000 units 
every three hours was started. One liter of normal 
saline was given intravenously. Blood for typing 
and cross matching was drawn. Unfortunately, no 
blood count was done on admission. However, it 
was noted no icterus was present. 

Fifteen hours after admission the patient sud- 
denly became cyanotic and dyspneic. Coarse 
bubbling rales could be heard over both lung fields. 
The sclerae and skin had an icteric tint. The blood 
serum was found to have a chocolate brown color 
and the packed volume of red blood cells was 5%. 
The blood hemoglobin was four grams per 100 
cubic centimeters and the red blood count was 400,- 
000. Catheterization yielded thirty cubic centi- 
meters of dark urine containing one gram of hemo- 
globin per 100 cubic centimeters. 1500 cubic centi- 
meters of whole blood was transfused. Oxygen 
was given by nasal catheter. The patient became 
unconscious and died twenty hours after admission, 
five hours after the onset of dyspnea. 

Postmortem examination showed icterus of the 
skin and sclerae. The right lung weighed 760 grams. 
the left 660 grams and both were deep purple in 
color and firm in consistency. The heart and liver 
were not unusual. The spleen weighed 180 grams 
and was hyperemic. Each kidney weighed 250 
grams and had a dark mahogany-red color. On 
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section the renal capsule retracted and the paren- 
chyma bulged outward. The cut surface was dark 
red in color, moist and the cortex and medulla 
could not easily be differentiated. The uterus was 
enlarged and contained a mass of soft, spongy 
tissue. 

Microscopic examination showed the pulmonary 
alveoli to contain amorphous, pigmented material. 
The sinusoids of the spleen were dilated and filled 
with very pale red blood cells. The kidneys showed 
pigmented material similar to that in the lungs, in 
the capsular spaces. The convoluted tubules were 
dilated and contained more of this pigment. In 
places the tubular epithelium showed a slight degree 
of granular degeneration. In the collecting tubules 
the pigment occasionally formed casts. An iron 
stain of the kidney showed no ferric iron present. 
The uterus showed heavy infiltration with poly- 
morphonuclear leukocytes throughout the endo- 
metrium and in places shallow areas of the myo- 
metrium were necrotic. Necrotic and degenerated 
placental tissue was seen on the endometrial sur- 
faces. The other tissues, including the bone marrow, 
showed no significant changes. Cultures of the 
heart blood and pelvis showed no pathogenic or- 
ganisms. 

Discussion 

This case presents the picture clinically and 
pathologically of intravascular hemolysis in the 
acute stage. Although the anemia in part may have 
been due to the mild uterine bleeding, the major 
portion was undoubtedly due to the hemolytic re- 
action. The severity of the anemia in all probability 
was responsible for death. 

One is therefore concerned with the etiology and 
mechanism of the hemolytic reaction and the patho- 
logical effects of its occurrence. The etiological 
agents which could have been present appear to be 
either bacterial toxins or chemical agents. The 
clinical appearance of the patient, the lack of evi- 
dence of marked infection on postmortem examina- 
tion and the absence of streptococci or B. welchi in 
the cultures are evidence against bacterial origin. 
Of the drugs that might have been responsible. 
quinine is the only one known to have been present. 
Sulfonamides were not detected on examination of 
the body fluids. No evidence of abortifacient paste 
was found at postmortem examination nor was 
there a history of its use. 

Acute intravascular hemolysis due to quinine 
apparently occurs only during pregnancy or ma- 
larial infections. The mechanism of action is not 
clearly known in either condition. Ponder and 
Abels® found that quinine acted as a simple hemo- 
lysin, that it increased susceptibility of red blood 
cells to saponin and taurocholate and when given 
in very large doses to rabbits caused a slight fall 
in red blood cell count. Noch and Kikuth™ found 
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that amboceptor hemolysis was facilitated by small 
amounts of quinine. Concentrations sufficient for 
action as a simple hemolysin could not be tolerated® 
so that one is left with the hypothesis that it may 
increase susceptibility of red blood cells to hemo- 
lysins present or that it may play the part of a com- 
plex hemolysin of immune body type. Reports in 
the study of blackwater fever have demonstrated 
that antimalarial drugs are not a prerequisite’, °, 1” 
to that condition, and that it occurs following the 
use of antimalarial drugs other than quinine”, '”. 
Sensitivity reaction to the malarial parasite has been 
postulated as the cause of the hemolytic reac- 
tion!®, 14. Quinine and other antimalarial drugs 
have been held to enter into this reaction by the 
liberation of plasmodia whose protein may act as an 
antigen. The mechanism of hemolysis associated 
with quinine ingestion in pregnancy is even more 
obscure. No significant studies could be found in 
the literature. 

The pathological effects of hemoglobinemia and 
hemoglobinuria produced by acute intravascular 
hemolysis have been described and consist of dam- 
age termed hemoglobinuric nephrosis and more 
recently as lower nephron nephrosis!®. Clinically 
it is characterized by oliguria or anuria, uremia and 
either death or recovery from the renal failure. The 
pathological picture in the present case may well 
represent such a condition in which the hemolysis 
was so severe that death resulted earlier than in 
most reported cases. The patient showed hemo- 
globinuria and oliguria clinically. At postmortem 
the stomach contents showed a urea nitrogen of 35 
milligrams per 100 cubic centimeters which closely 


approximates the blood urea nitrogen. The patient 
continued on next page 
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FIG. 1. Renal glomerulus showing pigment gran- 
ules in intracapsular space. 
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did not survive for a sufficient period to develop an 
azotemia of marked degree. The microscopic ex- 
amination of the tissues showed pigment in the 
pulmonary alveoli and throughout the nephron 
(Fig. 1,2). With an acute anemia of this degree it 
is reasonable to hold that the anoxia resulted in 
capillary damage sufficient to allow the extravasa- 
tion of blood pigment through the glomerular capil- 
laries. 


FIG. 2. Section of proximal and distal convoluted 

tubules showing slight granular degeneration. 

The pathogenesis of the renal failure has been 
the subject of investigations. The feeling of earlier 
observers was that precipitation of acid hematin 
obstructed urine flow'®,'*. Later studies'’,' 7° have 
demonstrated that prolonged reduction in renal 
blood flow due to shock levels of blood pressure is 
the primary factor and that tubular damage may be 
accentuated by the hematin precipitation. J. Tru- 
eta*! has published a preliminary study in which 
renal cortical ischemia was induced by nerve stimu- 
lation with diversion of blood from the cortex 
through the medulla. As the glomerulus containing 
cortex became functionally anemic, flow of urine 
was suppressed. Whether these studies will alter 
our present conception of renal blood flow in shock 
remains to be seen. 

Summary 
1—A case of acute intravascular hemolysis in a 
pregnant woman following quinine ingestion is 
reported. 
2—A brief discussion of the problems presented 
by the case is undertaken. 

(We are indebted to Dr. Alex M. Burgess and 
Dr. Herman A. Lawson for their advice in the 
preparation of this paper, and to Dr. B. Earl Clarke 
and Dr. Robert Williams for reviewing the patho- 
logical material. ) 
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O" OF WINTERGREEN, or methyl salicylate, is a 
nonoffensive, sweet-smelling, clear liquid 
found in the medicine closet of many homes. It is 
used as a liniment and a flavoring agent. It is not 
required by law to label the bottle of oil of winter- 
green poison, yet, this substance in a dose as small 
as 4 c.c., may be a fatal poison when taken inter- 
nally.1 Fifty-nine deaths reported in the literature 
have been attributed to the toxic effects of this 
agent. The first cases recorded of methyl salicylate 
poisoning are in T. R. Beck’s “Elements of Medical 
Jurisprudence,” 1832. Six soldiers suffered nausea 
and vomiting following the ingestion of tea flavored 
with oil of wintergreen. The first recorded death 
occurred in 1852 when a nine-year-old male, after 
accidental poisoning, was treated with calomel and 
phlebotomy. A 25-year-old girl in 1887 attempted to 
induce abortion and died from a 30 c.c. dose taken 
orally. Four Frenchmen have imbibed the drug 
for suicidal purposes, and two chronic alcoholics 
substituted it for liquor. Vleurinck and Bourguig- 
non reported in Savoir May, 1934, that in certain 
tribes of Northern Rhodesia suicide is successfully 
executed by the women filling their vaginas with 
powdered bark from the root of a native species 
of milkwort. This bark has been found to contain 
a high concentration of methyl salicylate. 

The recognition of methyl salicylate poisoning 
has increased greatly in the last half century. Seven 
cases were reported before 1900. and 52 cases I 
have found reported since then.1: 3-!?_C. S. Steven- 
son in 1937 wrote the classic article on this subject, 
tabulating the clinical features and laboratory 
findings on 43 patients culled from the literature 
and three cases reported from the Harriet Lane 
Home.! One-half of the reviewed cases were adults. 
The mortality among 18 cases under three years of 
age was 78% and in adults the death rate was 40%. 

\ case of adult intoxication is reported below 
which, like the majority of previously reported 
cases, was accidental. 

\V. T. #445636—Age 66, a white male entered 
the hospital at midnight. He was semistuporous and 

‘disoriented. Most of his history was ‘obtained 


during the following week. He was a laborer in a 
local rubber factory and had been in good health 
except for arthritic pain in his left shoulder and 
chronic constipation. For the former ailment, he 
used the liniment oil of wintergreen. Twenty-four 
hours before admission the patient went to bed with 
a bottle of milk of magnesia and oil of wintergreen 
on the bedside table. During the night, he awoke 
“feeling constipated”, reached over in the dark and 
drank a mouthful from the wrong bottle. Nausea 
and abdominal burning soon followed. Because he 
did not go to work the following day, the factory 
nurse went to his home about 20 hours after the 
salicylate ingestion and found him disoriented and 
comatose. She called a physician who believed that 
his chief trouble was pneumonia and sent him here 
for treatment. 

Physical examination revealed a pale. asthenic 
male who was extremely restless. His blood pres- 
sure was 130/75 and his temperature 103.8 degrees. 
His breathing resembled that of a diabetic in coma. 
His speech was explosive and slurred. He was 
unable to answer questions. The skin was warm 
and covered with drenching sweat. There was no 
acetone on his breath. Examination of the fundi and 
pupils was not remarkable. His throat was dry and 
red. His tongue was furred. Neck was supple. 
There was no palpable adenopathy. The chest was 
clear to auscultation and percussion. His heart was 
not enlarged and the rhythm was regular at a rate 
of 110. The radial pulse was full. The abdomen 
was soft and the liver edge was felt two fingers 
below the right costal margin on inspiration. His 
extremities showed good dorsalis pedis pulses, with- 
out edema. Neurologic examination showed equal 
reflexes in the arms and legs. There were no Babin- 
ski signs. The rectal examination showed an en- 
larged prostate with light brown stool on the glove. 

A chest x-ray taken on admission showed no 
evidence of consolidation or fluid. A lumbar punc- 
ture showed normal dynamics and no cells in the 
fluid. six 

An hour after admission the history of salicylate 
ingestion was first obtained. Immediately gastric 
lavage was attempted unsuccessfully. The patient 
was given 2,000 c.c. of normal saline intravenously. 
Although he had an adequate urine output by 


catheter drainage, the patient became more deeply 
continued on next page 
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comatose and eight hours after admission his res- 
pirations were slow ; his pupils were constricted and 
did not react to light. He was slightly cyanotic, 
and nasal oxygen was given. Eighteen hours after 
admission his cyanosis disappeared. During the day 
after admission, the patient received 5,000 c.c. of 
fluid intravenously, including saline, dextrose and 
sodium lactate. He gained consciousness, was able 
to answer questions and take fluids by mouth. His 
blood salicylate level taken on admission was 
77mgm%. It dropped to 37mgm% on the second 
hospital day, and to zero on the fifth hospital day. 
COz combining power 28 on admission rose to 50 
volumes % on the second hospital day. The blood 
urea nitrogen at first 57mg% dropped to 36mg% 
on the second day. His WBC was 13,800, 82% 
polys on admission with an RBC 4.18 million. 
Hemoglobin 13 grams. Urine on the day following 
admission was filled microscopically with red blood 
cells, with 1+ positive for sugar and gave a purple 
reaction with ferric chloride. Two further urine 
specimens during the next week showed no red 
blood cells. His prothrombin activity was 65%. On 
the evening of the third hospital day the patient 
spiked a fever to 104 degrees, and his throat became 
acutely inflamed. He was placed on a crysticillin 
600,000 units per day for one week. Repeated blood 
and urine cultures were sterile during the patient's 
febrile episode. His temperature came down to 
normal on the fifth day and remained there until 
the tenth hospital day when he was discharged well. 


Discussion 


In Stevenson’s review of 43 cases of methyl sali- 
cylate poisoning, the smallest fatal dose in an adult 
was six c.c. The most rapid death occurred in 15 
hours. The average time of death after ingestion 
was 23.4 hours. The toxic action of methyl sali- 
cylate is entirely due to the salicyl radical, for the 
pharmacologic effect of sodium salicylate, acetyl 
salicylic acid, and methyl salicylate are similar. 
Once imbibed methyl] salicylate passes through the 
stomach. Its absorption may be delayed several 
hours and occurs chiefly through the wall of the 
small bowel in the form of its ester. The salicyl 
radical has been recovered from every organ and 
fluid of the body. Fifty-one percent of ingested 
methyl salicylate is recovered from the urine as the 
salicyl radical. Excretion for the most part occurs 
within a few hours after absorption, but a small 
amount will be found in the urine four days after 
the poisoning. About 20% of salicylate is destroyed 
in the tissues. The liver conjugates part of it to 
form sulfates and glycuronates. A small fraction 
is excreted as methyl salicylate and gives the urine 
the characteristic odor of wintergreen. 

Stevenson found the following distribution of 
symptoms in his reviewed cases of methyl salicylate 
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poisoning : Vomiting 87%, abdominal pain or burn- 
ing 33%, tachypnea 59%, tachycardia 59%, dee) 
respirations 43%, stupor and coma 49%, convul- 
sions 40%, flushed skin 35%, thirst 26%, cyanosis 
22%, tinnitus 17% and dimness of vision 15%. 
Our patient exhibited all the symptoms except tin- 
nitus and abdominal pain. The average laboratory 
findings in Stevenson’s cases were : CO, combining 
power, average of nine cases, 32.7 volumes % ; 
blood sugar, average of five patients, 152mgm% ; 
N.P.N., in two patients, average 70.5mgin% ; albu- 
minuria was in 60% of twelve patients, and ace- 
tonuria was found in 92% of twelve patients. Our 
patient exhibited all the characteristic deviations of 
Stevenson’s cases. The cause of these changes will 
be discussed. 

The metabolic effects of oil of wintergreen 
depends on the amount absorbed from the bowel 
and on the length of time the substance is allowed 
to act on the vital centers in high concentrations. 
The poison causes fatty degeneration of the renal 
tubules and necrosis of the tubular cells in several 
cases reported at portmortem examination.' Also 
fatty degeneration of liver cells has been noted at 
autopsy.!_ Lutwak-Mann demonstrated in experi- 
mental animals that hepatic glycogen is depleted 
rapidly in salicylate poisoning.” The emetic and 
respiratory centers are stimulated by the drug. The 
optimum therapeutic blood level of (sodium) sali- 
cylate in rheumatic treatment is 35mgm%. At or 
above this level, early signs of intoxication become 
evident, such as, nausea, abdominal burning, vomit- 
ing and hyperpnea. If poisoning goes no further 
than this, the increased loss of CO» from the blood 
through the lungs may cause respiratory alkalosis. 
Dodd, Minot and Arena demonstrated an increased 
metabolic rate in salicylate poisoning in dogs with 
increased heat production and consequent increased 
loss of fluid through the lungs and skin.” Although 
there is a compensatory conservation of fixed base 
by the kidney, much base is lost through vomiting 
and diarrhea. Dehydration causes inadequate renal 
filtration and thus accumulation of N.P.N. Liver 
glycogen is depleted and ketosis occurs. These 
factors are responsible for the low CO, combining 
power, the acetonuria and the Kussmaul breathing 
characteristically found. The blood glucose is not 
actually elevated, but reducing substances in the 
blood and urine give a falsely high value. This is 
probably due to the presence of methyl salicylate 
detoxified in the form of glycuronide. Urine con- 
taining salicylates turns purple on the addition of 
ferric chloride, but urine containing only di-acetic 
acid turns burgundy red color with this reagent. 
Albumin and hyaline casts are frequently present if 
much renal damage has occurred. 

Treatment of methyl salicylate poisoning is aimed 
at : (1) removing the toxic substance from the body, 
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(2)relief of symptoms. Immediately on acertain- 
ing the diagnosis, gastric lavage should be insti- 
tuted, even if poisoning occurred many hours previ- 
ously, because of the slow absorption of the drug. 
Epsom salts should be placed in the stomach to 
hasten excretion. Intravenous fluids should be 
given in large amounts. Much of the renal damage 
may be due to dehydration from vomiting, sweating 
and insensible water loss, and rehydration will not 
only allow the kidney to selectively excrete and 
retain the proper ions, restoring electrolyte balance, 
but will hasten the excretion of salicylate and 
N.P.N. Besides saline, intravenous dextrose should 
be given to restore hepatic glycogen and to initiate 
diuresis. Sodium lactate is of value, but not neces- 
sary, in restoring fixed base. In a case responding 
poorly to these measures the possibility of potas- 
sium deficiency should not be forgotten. When 
cerebral excitement is prominent, small doses of 
sedatives may be needed. However, when the stage 
of central depression has been reached stimulants 
such as caffeine and sodium benzoate may be re- 
quired. Large doses of salicylates are known to 
reduce the prothrombin activity,’ and at post- 
mortem in several cases hemorrhages have been 
found in the alveoli, interstitial tissues, subvisceral 
pluera of the lungs and in the pericardium, If 
such manifestations should arise Vitamin K has 
been shown to restore the prothrombin activity 
to normal.'* In none of Stevenson’s cases was 
hemorrhage a clinical feature. In our patient the 
prothrombin activity on the second day was 65% 
and red cells were found in the urine suggesting 
that the salicylate poisoning may have caused this 
effect. 


Summary 


A case of methyl salicylate poisoning in an adult 
is presented and the symptoms, signs and metabolic 
manifestations are reviewed. It emphasizes that 
physicians and laymen should be made familiar 
with the dangers of this drug when taken internally. 
The treatment of oil of wintergreen poisoning is 
reviewed. 
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PERIPHERAL ARTERIOSCLEROTIC DISEASE 


continued from page 548 


It is not inconceivable that in the presence of a 
rigidly impaired blood supply, surgically induced 
relaxation of patent and flexible A-V anastomoses 
in an ischemic foot could shunt blood from the capil- 
lary bed in sufficient quantity to cause tissue nec- 
rosis and gangrene. Since the surface temperature 
is apparently controlled by the volume rate of blood 
flow thru these A-V shunts an explanation is thus 
available for the fact that the foot may become 
warm and also gangrenous as the direct result of 
sympathectomy. 


Summary 


Peripheral vascular disease is assuming a more 
and more important role in the field of medicine, 
especially surgery, in direct proportion to the in- 
crease in the longevity of life, which in 1948 aver- 
aged slightly over sixty-one years. 

The various forms of non-operative therapy are 
presented, including vasodilators, intermittent 
venous compression and tocopherols. 

The use of lumbar sympathectomy is stressed. 
Five points in favor of such a procedure are; (1) 
the extremity warms up faster and cools slower on 
direct exposure ; reflex effects of heat and cold are 
ineffective; (2) vascular exercises, such as inter- 
mittent venous hyperemia are more effective; (3) 
any cross-stimulation between sympathetic and 
demyelinated sensory nerve fibers is abolished ; (4) 
the high vascoconstrictor tonus in a sitting or stand- 
ing position is abolished; (5) during effort, the 
sympathectomized extremity will not cool off; on 
the contrary it may become warmer. 

A concept which can explain the progression of 


disease as result of sympathectomy is reiterated. 
continued on page 584 
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INTERN-RESIDENT ISSUE 


This number of the Rhode Island Medical 
Journal is devoted to papers by interns and resi- 
dents of the Rhode Island Hospital. Last spring 
some of these young men began to send papers to 
us. They were of good quality so that we thought 
it advisable to use them in our Journal. Soon we 
realized that we had enough to fill a whole number. 
We are pleased to extend recognition to these 
young:men, and we trust that other men in training 
will be:moved to do such work. The freshness and 
enthusiasm of these beginners in the profession 
should delight and stimulate the older men. 


THE PHYSICIAN AND THE MAN 


We question that any profession, or any group 
with common interests in the country, acts with 
more fairness and with less emotional display 
towards one of its members with whom it may 
be in disagreement than does the medical profes- 
sion. Where many organizations will cast from 
their midst, or at the least exclude from any recog- 
nition by them, a member who takes a strong 
opposite view to the point of actively participating 
against the parent body, Medicine continues to 
practice the fine art of diagnosis, distinguishing 
between the skill of the physician and the frailties 
of the man that the latter may not be allowed to 
sway judgment on the former. 

A case in point is that of our famed colleague, 
Dr. George Richard Minot of Boston. To the 


physician Dr. Minot stands forth among the 
greatest, as one whose contributions to medical 
knowledge of the causes and methods of control 
of pernicious anemia have been recognized through- 
out the world. 

Yet Doctor Minot, the man, is one of thirty-four 
physicians in the entire country who form an 
organization called the Committee of Physicians 
For the Improvement of Medical Care, Inc., whose 
opinions on medical-economic affairs and on medi- 
cal legislation nationally run counter to the majority 
of us. Under such circumstances many groups 
would certainly penalize Dr. Minot whenever the 
opportunity presented itself, and most certainly 
he would not be the recipient of honors at the hands 
of those with whom he was in disagreement on any 
score. 

Medicine, however, takes a different view. Thus 
we find the House of Delegates of the American 
Medical Association, in 1945, awarding the Asso- 
ciation’s distinguished service medal to Dr. Minot. 
And now comes word that the officers of the AMA 
section on experimental medicine and therapeutics 
has honored Doctor Minot again by asking that the 
Council on Scientific Assembly allow the creation 
of the Dr. George Richard Minot Lecture. This 
lecture would be given either at the 1950 or 1951 
AMA session to honor an American investigator 
who has contributed in an exceptional manner to 
the development of clinical investigation and 
therapeutics. 








EDITORIALS 


MEDICAL CATALOGUING 
Fortunate indeed is the doctor who finds the 
time in his busy life to read in uninterrupted quiet 
the current medical literature. Luckier still the 
one who has learned to catalogue what he reads,— 
a methodical habit that few have time to cultivate, 
but a great boon to the fleeting memory. Too often 
the search for appropriate references through the 
Quarterly Cumulative Index Medicus or the index 
volumes of the various journals—and how fre- 
quently it is the wrong journal—takes time that 
few of us have to give. 

There has recently grown up, through the ener- 
getic interest of the Peters House Librarian of the 
Rhode Island Hospital, a valuable collection of 
references to medical subjects of current interest. 
These are collected each week in preparation for 
conferences or clinics held by various departments, 
—Medicine, Surgery, the Thoracic Clinic, etc. They 
afford doctors attending these conferences a ready 
set of references to whatever subject is up for 
discussion. While this “case method” of collecting 
bibliographies of current literature will take time 
to reach a comprehensive stature, it will serve in 
specific instances as a valuable time-saver. A glance 
through the lists reveals, for instance, the leading 
recent articles on such unusual conditions as der- 
matomyositis, sarcoidosis, argyria and pulmonary 
adenomatosis, as well as such every day subjects 
as trichinosis, surgery of the pancreas, atypical 
pneumonia, the treatment of leukemia, etc. Already 
interns and residents have found in this collection 
a wealth of readily available references which they 
are copying for their own future use. The use of 
these reference lists is not restricted, and members 
of the Society who wish to avail themselves of 
their help should feel free to do so. 

This is a delightful complement to the service 
we have all of us received so pleasantly from the 
library of the Rhode Island Medical Society. In 
the truly modern manner, this and the Peters House 
Library are doing excellent team work. We under- 
stand that routinely, twice a week, messengers take 
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requested material from one library to the other, 
and this may be supplemented when necessary by 
emergency trips. 

As the librarian at Francis Street says, in the 
beginning she worked there in solitary splendor. 
Now all the hospitals know that they may borrow, 
and they do frequently. Such teamwork in the 
dispensing of medical knowledge is improving the 
game greatly. We congratulate the young lady at 
Peters House on the new and clever play which 
she has originated. 
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STATEMENT OF HOUSE OF DELEGATES 


¢ Public Announcement on Meeting of the House of Delegates 
of the Rhode Island Medical Society 
Held on September 28, 1949 





HE House oF Dececates of the Rhode Island 

Medical Society, in meeting September 28, 
1949 has carefully reviewed the prolonged negotia- 
tions between it and the Rhode Island Blue Cross. 
Members of the House have also had the benefit 
of open discussion of the issue at meetings of the 
various district medical societies throughout the 
State. 

The Rhode Island Medical Society has from the 
beginning sought to develop a low cost prepaid 
form of surgical insurance of benefit to the public. 
Its members have made special concessions for 
surgical operations, anesthesia and obstetrics, for 
persons within certain annual income limits. 

The surgical plan was designed to operate here 
in Rhode Island as it does with great success in 
most states throughout the country whereby the 
Society would retain exclusive control over surgical 
and medical services rendered by its members, and 
whereby Blue Cross would handle the administra- 
tive work for which services they would be paid by 
the Society. 

Therefore, the House of Delegates, for the 
Society has voted unanimously to submit to Blue 
Cross this solution to the problem: 


That under a joint operations agreement it 
desires Blue Cross to utilize its office space, 
personnel and other services to serve both Blue 
Cross and the Blue Shield surgical plan of the 
Rhode Island Medical Society for which Blue 
Cross would be paid monthly. Further, that the 
Society pay from its own funds the sum of 
$2,000 upon the execution of the joint agreement 
for new forms and practices necessary for the 
start of the surgical program. 


That under the joint agreement the present 
executive director of Blue Cross serve also as 
executive director of the Medical Society’s sur- 
gical service plan, but if he cannot assume the 
work for the Society that he engage an assistant 
of his own choice whose salary would be paid 
by the Society. 

That there be close relationship between the 
hospital service corporation (Blue Cross) and 
the Medical Society's non-profit corporation 


(Blue Shield) as regards boards of directors, 
and executive committees; and further, that 
there be an operations committee of two repre- 
sentatives from each of the Executive Commit- 
tees to carry on the business of both plans with 
the executive director. 


That through such a joint agreement the public 

will be best served as the policies of the hospital 

insurance program for which the hospitals are re- 
sponsible will continue to be administered by the 

Hospital Service Corporation, which was created 

for that purpose by the hospitals ten years ago. 

The policies of the medical-surgical care pro- 

gram, for which physicians alone are responsible, 

will be administered by the Rhode Island Medical 

Society Physicians Service Corporation estab- 

lished this year. 

We believe that it will be to the mutual advantage 
of both corporations that they work together in 
this prepaid insurance movement. We pledge our 
wholehearted support to Blue Cross in the adminis- 
tration of our surgical plan, just as medical societies 
throughout the country have supported similar 
arrangements with success. We are prepared to 
terminate our present Rhode Island Plan which 
utilizes private insurance companies, and to give 
our own policy exclusively to Blue Cross to mer- 
chandise for us with the service feature for stated 
income groups. 


Since Blue Cross plans throughout the country 
have cooperated with medical societies along the 
same lines we have set forth it is believed that the 
Rhode Island Blue Cross will now look with favor 
on this arrangement. 


We are prepared to convene in special assembly 
in the immediate future to effect any necessary 
arrangements to complete the details for an early 
sale of surgical insurance under a joint operations 
agreement as outlined. We believe that this will 
solve the problem locally with the cooperation of 
Blue Cross. 

The House of Delegates adjourned its meeting 
with a unanimous vote of confidence to and ap- 
proval of the Health Insurance Committee. 
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D R A MAMI N E ? (Brand of dimenhydrinate) 


has been accepted by the Council on Pharmacy and Chemistry 


of the American Medical Association for the prophylactic and 


therapeutic relief of motion sickness. 


*TRADEMARK OF G. D. SEARLE @& co. 
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THE MEMORIAL HOSPITAL INTERNES’ ALUMNI ASSOCIATION 


THE JOHN F. KENNEY ANNUAL CLINIC 
of 


at 
THE MEMORIAL HOSPITAL 
Pawtucket, Rhode Island 
on 
WEDNESDAY, NOVEMBER 2, 1949 





10:00 to 10:20 


10:25 to 10:45 
10:50 to 11:05 


11:10 to 11:30 


11:35 to 11:55 


12:00 to 12:15 


12:20 to 12:40 


12:40 to 1:00 


1:00to 1:55 


GREETINGS: 


“SPLEEN AND HYPERSPLENISM” 


MORNING SESSION (10:00 A.M. to 1:00 P.M.) C 
G. RAyMoND Fox, M.p., Chairman 1 
REPORT ON UNDECYLINIC ACID TREATMENT IN PSORIASIS 
William B. Cohen, m.p. 
THE TREATMENT OF FEAR, WORRY AND PANIC Hugh E. Kiene, m.p. 
SINUS THROMBOSIS AND EMPYEMA OF THE JUGULAR — 
(Case Report ) Francis B. Sargent, M.p. * 
A FIFTEEN YEAR STUDY OF FRACTURED HIPS AT THE M 
MEMORIAL HOSPITAL Armand A. Bertini, M.p. 
Raymond H. Trott, M.p. 4 
REPORT OF SOME INTERESTING CASES OF BLOOD DYSCRASIAS 
Karl F. Kelly, m.p. 
Lucy E. Bourn, M.p. 
John H. O’Brien, M.p. 
URETEROSIGMOIDOSTOMY — PRESENTATION OF TWO CASES 
Mihran A. Chapian, M.p. 
HYSTERECTOMY — INDICATION AND SELECTION OF CASES 
FOR OPERATION WITH A TEN YEAR FOLLOW-UP STUDY 
Henry B. Moor, m.p. 
CHRONIC ARTHRITIS WITH HYPERSPLENISM — 
REPORT OF A CASE Edwin F. Lovering, M.p. 
METASTATIC CALCIFICATION AND RENAL FAILURE FOLLOWING 
ERTRON THERAPY IN A CHRONIC ARTHRITIC 
Harry Hecker, M.p. 
BUFFET LUNCHEON 
AFTERNOON SESSION (2:00 to 5:00 P.M.) 
Earv F. Ketty, M.p., Chairman 


Kenneth D. MacColl, M.p., President, The Memorial Hospital 
John F. Kenney, M.p., Honorary President, Internes’ Alumni Association 


William Dameshek, M.p., Visiting Hematologist, Pratt Diagnostic Hospital, and Pro- 
fessor of Medicine, Tufts Medical School 





“DIAGNOSIS OF HYPERSPLENISM” 


Marvin L. Bloom, M.p., Assistant in Hematology, Pratt Diagnostic Hospital 


“INDICATIONS AND CONTRA-INDICATIONS OF SPLENECTOMY” 


“MECHANISMS OF PORTAL HYPERTENSION” 


C. Stuart Welch, M.p., Surgeon, Pratt Diagnostic Hospital, and Professor of Surgery. 
Tufts Medical School. 


aN 





Allan D. Callow, M.p., Senior Assistant Resident in Surgery, Research Fellow in 
Surgery, New England Center Hospital. 
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SODIUM SULEACETIMIDE SOLUTION 30% 


Pa ™ 
a beet i (SODIUM SULAMYD*) 


It is “an ideal antiseptic in cases of acute and chronic infection of the con- 
Pp 

junctiva.”* Among 3000 eyes treated “there were no reactions which could 

be considered either as a sensitivity or as an allergic reaction.”* 


In blepharitis, Soptum SULFACETIMIDE OPHTHALMIC OINTMENT 10% is 
indicated since only “‘an ointment could be expected to maintain an effect- 
ive concentration of the drug.”” 


Sopium SULFACETIMIDE is also available as a 10% Nasa So.uTion for 
the relief of nasal congestion in the common cold and for aid in prevention 
of its secondary complications. 


1. Mayer, L. L.: Arch. Ophth. 39 :232, 1948. 
2. Thygson, P., in discussion on Mayer, L. L.: Arch. Ophth, 39 :232, 1948. 
*® 
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PUBLIC ASSISTANCE PROVISIONS FOR 
FINANCING SERVICES OF PHYSICIANS 





A Statement by the Division of Public Assistance of the 
Rhode Island Department of Social Welfare 











M** physicians have made inquiry to the Society regarding the payment for 
physicians’ services for recipients of aid from the State through the Division 
of Public Assistance of the Department of Social Welfare. The information pub- 
lished below has been supplied by the Public Assistance officials. The House of 
Delegates of the Society adopted the recommendation of its committee on social 
welfare in 1945 that the fees for recipients for public assistance be as follows. 


Visit to home within the community 





Night visit away from office before 11 p.m......... siete seni 








Night visit away from office after 11 p.m 


Office visit with treatment 





Visit out of city for examination or treatment, in rural areas only 








Fee plus 75c per mile 
$10.00 





has not been able to meet this fee schedule. The members of the Rhode Island 


Medical Society, however, have continued to render the medical service. 


HE purpose of Public Assistance is set forth in 

Section 1, Chapter 1505, P. L. 1944, “Public 
Assistance Act.”’—“to provide that access to public 
assistance shall be available to any person in Rhode 
Island who is in need.” 

District Offices throughout most of the state 
provide that access to applicants and recipients in 
such a way that any applicant for, or recipient of 
any form of Public Assistance (the state-federal 
old age assistance, aid to dependent children, or aid 
to the blind, or the local-state general public assist- 
ance) with an initial or changing need, may present 
it to the social worker and, if need exists, according 
to the agency's “‘vardstick” for measuring need, 
can expect assistance, usually in the form of a 
money payment. The only exception to this is that 
the General Public Assistance program, in some 
cities and towns, uses the “voucher system’ for 
direct payment to the physician for an office or 
home call but the money payment for prescriptions, 
medical supplies, and other items. 

The applicant or recipient is the primary source 
of information used by the social worker in deter- 
mining need. but the agency requires that the appli- 
cant or recipient submit documentary evidence of 
any requirement which is individual and variable— 
such as rent or medical care. 

The procedure generally established for provid- 
ing access to a Public Assistance applicant or 








THE EDITORS 


recipient to funds for medical care is as follows, 
as related to the service of a physician: 


When the patient, who receives Public Assist- 
ance, especially in an emergency which precludes 
prior planning with the social worker, receives 
the services of a physician in the latter’s office 
or in the patient’s home, and if he cannot pay 
for it when receiving it (which is frequently the 
situation because Public Assistance recipients 
have no margin and, in fact, have less than mini- 
mum adequate income) he needs from the phy- 
sician “documentary evidence” of his need for 
money to pay for that service—evidence on the 
physician’s prescription form or on a bill that a 
specified patient on a specified date, had the 
physician’s specified service in an office or home 
visit whichever the case. To the extent to which 
the physician can record probable nature and 
extent of medical care needs for any predictable 
period of time, to that extent planning for 
financing the continuing care can be facilitated. 


The patient, or a member of his family, presents 
the evidence to the social worker who, if he 
determines with the individual family that there 
is no other resource for paying for that service. 
proceeds to have the assistance payment increased 
for $2.00 for an office visit, $3.00 for a home 
visit. or in any other amounts which medical plan 
for the future makes possible. The fact that a 
person receives Public Assistance does not in 
itself guarantee that money is made available for 
° continued on page 566 
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A THERAPY THAT EMBRACES 
IN THEIR NATIVE STATE 
THE ENTIRE ALKALOIDS 

OF STRAMONIUM 





STRAMONIUM PILLS 


PILLS D 
Stramonium O ( AVIES, ROSE ) 
(Davies, Rose) AS 

x 8, Ro GRAM (APPROX. 24 GRAINS) 


(approx. 24/2 grains) 





aoccaicaia 
| Davies, Rose & Co., lit 


wien Hose SS These pills exhibit the powdered dried 


‘ist- | 
7 | eaf and {| j 
ides baile, 
monium, alk Oe esaiicmeesy 
ffice lum, alkaloidall 
= sila ad y assayed and 
r the — 
ents h : and therefor e€ contain in 
nini- each pill 
phy- - pil 0.375 mg. (1/170 grain) of th 
gor : alkaloid ' 
n the / ids of stramonium 
hat a | 
1 the 
home . ini 
roe ample for clinical test and literature 
and mailed upon request, 
-table 
for 


_ D 
Poe f r : AVIES, ROSE & COMPANY LIMITED 


sents _ ~~ 
if he a 8 Pharmaceutical Manufacturers 
there Si B 

=e | -V oston 18, Mass., U.S. A. 
ased . 

home 

plan 

hat a 

ot in 

e for 

ge 566 


























566 





ASH 


THE ANTI-AMMONIACAL 
RINSE FOR NIGHT DIAPERS 


TABLETS 
- 
OINTMENT 


THE WATER-MISCIBLE ANTI- 
BACTERIAL FOR DAY CARE 


Prescribed logelher Uhey- 


ELIMINATE CAUSE OF DIAPER RASH! 









Pharmaceutical Division 
HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenue, New York 10, N.Y. 

36-48 Caledonia Road, Toronte 10, Canada 

Please send me, without cost, literature and samples of DIAPARENE Tablets 
and Ointment to eliminate couse of diuper rash (ammonia dermatitis) and as 
an adjunct treatment and deodorant for the side effects of incontinence. 


















MAIL THIS COUPON TODAY 
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PROVISIONS FOR FINANCING SERVICES 
OF PHYSICIANS 


continued from page 564 


each new need as it arises. The patient, or his 
family, must make the new need known and must 
be determined to be without resources for meet- 
ing it (and resources vary, just as requirements 
do. A relative, or a church association, or a 
friend, for example, may be able to assist a 
family to meet small non-recurring needs while 
unable to provide money for continuing on large 
requirements. ) 


If the patient presents his need, with the ‘docu- 
mentary evidence” given by the physician on or 
before the twenty-seventh of September, for 
example, the increased assistance check is re- 
ceived by the patient on the 16th of October. |i 
the need is presented after September 27, but 
before October 11, the increased check is not 
received until the first of November. 


The General Public Assistance recipient is re- 


quired, as are other Public Assistance recipients, 
to submit similar evidence of medical care ; how- 
ever, there is a difference in the method of pay- 
ment. Physicians’ care (i.e. office or home 
calls) are met, after presentation of evidence, by 
a voucher mailed directly to the physician. His 
responsibility is to note on the back of the voucher 
the service he extended and to mail this voucher 
to the Department of Public Welfare at 141 
Fountain Street, Providence, R. I. <A check 
for the total amount due him will be mailed to 
him once a month (usually around the first of 
the month.) Cost of medical care, such as pre- 
scriptions, medical supplies, etc. will be provided 
through the money payment and may be planned 
usually within a week or two weeks. For example, 
if evidence is presented by Wednesday of one 
week, the recipient receives his increased assist- 
ance check on Thursday of the following week. 
If evidence is presented after this day, the in- 
creased check would be received the second 
Thursday following receipt of the evidence by 
the social worker. 











FOR SALE 


Only four parcels (114 acres) each with 
125 ft. frontage on Narragansett Bay over- 
looking beautiful Newport Harbor. All 
utilities are available. These are the most 
desirable home sites remaining and they 
are reasonably priced. For further details, 
contact 


MEREDITH & CLARKE, INC. 
Realtors .. . Insurance 
Jamestown, R. I. ‘Phone: 100 
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Useful Cardiac Drugs 


_— 
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@ Thesodate — Brewer IN ANGINA PECTORIS 


(Theobromine Sodium Acetate 714 gr. enteric coated) 


Thesodate has been proven effective in increasing 
the capacity for work in individuals suffering from coronary 
artery disease. One Thesodate tablet four times a day 
(after meals and at bedtime) helps to maintain improved 
heart action and increased coronary artery circulation. 


e@ 
@ En kide — Brewer IN LUETIC HEART DISEASE 


(Potassium Iodide one gram or half gram enteric coated) 


Enkide is useful as an adjuvant in tertiary syphilis 
and wherever potassium iodide therapy is indicated. Enkide 
insures accuracy of dosage, absence of gastric irritation and 
convenience of administration. Patients are more apt to fol- 
low prescription directions because of these advantages. 


© Amchlor — Brewer IN CARDIAC EDEMA 


(Ammonium Chloride one gram enteric coated) 


Amchlor cuts in half the number of tablets each 
patient takes when large amounts of ammonium chloride are 
prescribed. This convenience to the patient helps to insure 
full and complete use of the entire amount prescribed. 
Amchlor is useful in cardiac edema, hypertension, dysmen- 
orrhea, Meniere’s Syndrome, etc. 


Samples and Literature Available Upon Request. 


aC 


BREWER & COMPANY, INC. 
WORCESTER 8, MASSACHUSETTS U.S.A. 
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DISTRICT MEDICAL SOCIETY MEETINGS 





PAWTUCKET MEDICAL ASSOCIATION 

The regular monthly meeting of the Pawtucket 
Medical Association was held at noon on Septem- 
ber 15, 1949, in the Nurses’ Auditorium of Mem- 
orial Hospital. Twelve members were present. 

A communication from the American Diabetic 
Association was read regarding the Diabetic De- 
tection Drive beginning October 10, 1949. Action 
on this communication was deferred until the plans 
of the State Medical Association were made known. 

The application for membership of Dr. William 
Pinault, reported back favorably by the Standing 
Committee, was voted upon and Dr. Pinault was 
unanimously elected. 

The following applications were read and _ re- 
ferred to the Standing Committee : 

Dr. Rudolph Alexander Jaworski 
Dr. Dante Chiapinelli 

As there was no new business the meeting ad- 

journed at 12:15 p.m. 
Respectfully submitted, 
Kk. W. HENNEssSEY, M.D., Secretary 


WOONSOCKET DISTRICT 
MEDICAL SOCIETY 
The first Fall meeting of the Woonsocket District 
Medical Society was held at the Club Canadien in 
Woonsocket on Tuesday, September 20. The 
meeting was called to order at 9:15 P.M. by the 
President, Thomas J. Lalor, M.D. Dr. Lalor in- 
troduced a resolution that the Society appoint a 
Committee on Public Relations. Dr. S. A. Wittes 


put this in the form of a motion that Dr. Lalor be 
empowered to appoint such a committee. The 
motion was seconded by Dr. E. A. Kaskiw and 
passed by the assembly. 

The applications for membership in the Society 
for Joseph Ambrose Bliss, Warren Hiram Eddy, 
and Harry Lippitt Halliwell were presented and 
favorably passed upon. 

Dr. Lalor then introduced Mr. Thomas Bride, 
Director of the Employment Security Program in 
Rhode Island, who discussed the policies of this 
department and invited comments from the Society 
on the methods of operation of the new Sickness 
Benefits Form. Mr. Bride stressed throughout 
his discussion that the Department earnestly wished 
to cooperate with the doctors in every way in the 
operation of the plan and he stated that the new 
system of relying upon follow-up forms on claim- 
ants was working out very satisfactorily. 

The meeting was adjourned at 10:45 and a 
buffet luncheon was served. 

Attendance at the meeting was 24. 

Following our meeting on September 20, Dr. 
Lalor appointed the following Committee on Public 
Relations : 

Alfred I. King, M.p., Chairman 
Thomas J. Lalor, m.p. 

Saul A. Wittes, M.p. 

George A. Crepeau, M.D. 

Alton P. Thomas, M.D. 


Respectfully submitted, 
ALFRED E. KING, M.D., Secretary 








IN PAWTUCKET IT’S... 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


5 North Union Street Pawtucket, R. I. 
SHELDON BUILDING 
7 Registered Pharmacists 














IN WOONSOCKET IT’S... 
Joseph Brown Company 


Specializing in Prescriptions 
and Surgical Fittings 


EIGHT REGISTERED PHARMACISTS 


188 Main Street | Woonsocket, R. I. 
“If It’s from Brown’s, It’s All Right” 


























eee 








OCTOBER, 1949 


THE INDICATION 
DICTATES THE CHOICE OF MEDICATION 


Glycerol (Doho) by Exclusive Process has the Highest Obtainable 
Specific Gravity—and is Virtually Free of Water, Alcohol and Acids 





1s 
Pos AURAL DERMATOMYCOSIS 
AS AN ADJUNCT TO SYSTEMIC ANTI- 


INFECTIVE THERAPY, AS PENICILLIN, ETC. *" 0-T0S- MO-SAN 














Literature and samples sent to physicians on request. 
DOHO CHEMICAL COR P.—Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 
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THE RHODE ISLAND MEDICAL SOCIETY PHYSICIANS SERVICE 


Report to the House of Delegates of the Rhode Island 


Medical Society, September 28, 1949 





n April 25, 1949, at a meeting of the Health 

Insurance Committee of the Rhode Island 
Medical Society and representatives of the Blue 
Cross, the Society advanced the following proposal 
to Blue Cross: 

That a non-profit medical service corporation, 
in accordance with the Rhode Island laws, be 
formed by the Rhode Island Medical Society 
which would provide for a governing body of 
physicians and laymen, a majority of whom 
would be elected by the Society. This Medical 
Service Corporation would establish contracts 
and programs of procedure for a surgical and 
medical insurance plan, the enrollment and busi- 
ness procedures of which would be handled by 
the Blue Cross Hospital Service Plan. For its 
services Blue Cross would be compensated by 
the Medical Service Corporation. 

The Blue Cross representatives discussed the 
proposal and agreed to consider it provided Blue 
Cross was made the exclusive agent for the policy 
of such a corporation, and provided a decision was 
made relative to payment of claims by osteopathic 
physicians. 

On April 27, 1949, two days later, these actions 
were reported to the House of Delegates, and the 
recommendations of the committee were adopted. 
At that time the House of Delegates voted authori- 
zation for a non-profit medical corporation for the 
Society as follows: 

That the House of Delegates of the Rhode Island 

Medical Society authorize the formation for the 

Society of a RHODE ISLAND MEDICAL 

SOCIETY PHYSICIANS SERVICE, as a 

non-profit medical service corporation; such 

corporation to include in its membership repre- 
sentatives of the public, the hospital service cor- 
poration, and the Rhode Island Medical Society. 

That such corporation, the RHODE ISLAND 

MEDICAL SOCIETY PHYSICIANS 

SERVICE, be requested to seek an affiliation 

with the hospital service corporation (Blue 

Cross) whereby enrollment and other designated 

procedures may be undertaken by it. 

That the RHODE ISLAND MEDICAL 

SOCIETY PHYSICIANS SERVICE, if un- 

able to secure a satisfactory affiliation with the 

Hospital Service Corporation, be requested to 

report to this House of Delegates how it can 


carry out all the functions of a non-profit medical 
corporation, including the business procedures. 
“* 


Six days later, on May 3, 1949, the President of 
the Society, Dr. Joseph C. O’Connell, reviewed 
the matter with Governor John O. Pastore, and 
explained to him that Blue Cross would consider 
the recent proposal of the Society and therefore the 
Society petitioned for its right to form a medical 
service corporation. The approval of Governor 
Pastore was given, and articles of association of 
the RHODE ISLAND MEDICAL SOCIETY 
PHYSICIANS SERVICE were filed with the 
Secretary of State on the same day to provide that 
the corporation shall be administered by the Rhode 
Island Medical Society for the purpose of increas- 
ing the extent to which voluntary insurance against 
the cost of medical care is made available to the 
people of the State of Rhode Island. 

The incorporators of the new corporation for 
the Society were Dr. Joseph C. O’Connell, presi- 
dent of the Society, Dr. Rocco Abbate, chairman of 
the Society’s Health Insurance Committee, Dr. 
Charles J. Ashworth, then treasurer, and now 
president-elect of the Society, Dr. Charles L. Far- 
rell, a member of the Health Insurance Committee, 
a member of the Council of the Society, and dele- 
gate to the American Medical Association, and Dr. 
Morgan Cutts, Secretary of the Society. 

With the completion of this phase of the instruc- 
tions set forth by the House of Delegates, the Presi- 
dent of the Society immediately communicated on 
the same day the new corporation was formed. 
May 3, to Mr. Kenneth D. MacColl, President of 
Blue Cross, as follows : 

“T assure you the Rhode Island Medical Society 
is pleased to know that the Blue Cross will consider 
participation in a prepaid voluntary surgical insur- 
ance program with it whereby the Society will 
establish a medical service corporation for which 
Blue Cross will be the agency to carry out certain 
business procedures. 

““T have presented vour recent letter to the House 
of Delegates. 

“Tt is most certainly the wish of the Society that 
the Blue Cross be the exclusive sales agency for 
any policy approved by the medical service corpora- 
tion of the Society. 
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“The Society is of the opinion that the medical 
service corporation established by it would recog- 
nize the claims for services rendered policyholders 
by osteopathic physicians as it would those of any 
non-participating physicians. Since the Society 
has no jurisdiction whatever over osteopathic phy- 
sicians, or non-members of its own Society, it 
naturally would not include them as participating 
members in any of its programs. 

‘Again I assure you for the Society that we are 
hopeful that we may combine our efforts success- 
fully to extend voluntary medical care through 
prepaid insurance to as many residents of Rhode 
Island as possible. We await your official approval 
of this program in order that we may complete 
final arrangements for its inauguration.” 

+ +* & 


The answer to this communication was an an- 
nouncement by Blue Cross to the press of the State 
two days later, on May 5, 1949, that it would become 
the fourteenth company to operate under the Rhode 
Island Plan, a prepaid surgical program developed 
by the Society through its Health Insurance Com- 
mittee whereby private insurance companies par- 
ticipate with the Society’s approval. 

No mention was made in the Blue Cross press 
release of its then recent negotiations with the 
Society, nor of the proposal made by the Society. 
To our knowledge the Society’s proposal and the 
action of the House of Delegates was not made 
known to each member of the Blue Cross board of 
directors prior to the decision to participate in the 
Rhode Island Plan on May 5. 

Thus the affiliation requested by the RHODE 
ISLAND MEDICAL SOCIETY PHYSI- 
CIANS SERVICE with Blue Cross did not receive 
the careful consideration we feel it warranted in 
view of the importance of the actions taken by the 
Society in the interests of the public, and in keeping 
with the successful procedures developed through- 
out the country whereby in practically every 
instance of Blue Cross-Medical Society affiliation 
the separate corporation exists with no conflict, 
and to the best advantage of the public, the profes- 
sion, and the Blue Cross. 

On May 17, 1949, an organization meeting of the 
RHODE ISLAND MEDICAL SOCIETY 
PHYSICIANS SERVICE was held at which 
time the following officers were elected : 

President: Dr. Joseph C. O’Connell 

Vice President: Dr. Rocco Abbate 

Secretary : Dr. Morgan Cutts 

Treasurer: Dr. Charles J. Ashworth 
. = a 


When the House of Delegates, meeting April 27, 
authorized the formation of the RHODE ISLAND 
MEDICAL SOCIETY PHYSICIANS SERV- 


continued on next page 
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RED LABEL ¢ BLACK LABEL 
Both 86.8 Proof 


Every drop of Johnnie Walker is made 
in Scotland—using only Scotland’s 
crystal-clear spring water. Every drop 
of Johnnie Walker is distilled with the 
skill and care that comes from many 
generations of fine whisky-making. 
Every drop of Johnnie Walker is 
guarded all the way to give you perfect 
“_. Scotch whisky. ..the same 
high quality the world over. 















Born 1820 .. . still going strong 


J OHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


| Canada Dry Ginger Ale, Inc., New York,N.Y., Sole Importer 
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ICE it stipulated that if this corporation was un- 
able to secure a satisfactory affiliation with the Blue 
Cross, that it report back to the House how it can 
carry out all the functions of a non-profit corpora- 
tion including the business procedures. 

Had the proposal of the Society made to Blue 
Cross received the careful study we feel that it 
warranted, a satisfactory affiliation should have 
resulted. However, as noted above, Blue Cross 
made a quick decision to participate in the Rhode 
Island Plan with the other insurance companies 
instead of being the exclusive agent for the Society. 
The resultant negotiations with the Society are 
matters to be reported to you by the Health Insur- 
ance Committee. 

Now, on September 15, Blue Cross has an- 
nounced that it plans to launch its own independent 
non-profit surgical-medical insurance program on 
an indemnity basis. This proposal is entirely in- 
consistent with all that has been developed by the 
Society in its efforts to provide a service program 
for the people of this State. 

When the Society agreed to allow the Blue Cross 
to become a medical service corporation in 1946 it 
did so expecting that Blue Cross would work closely 
with the Society in the development of a statewide 
program. At that time Blue Cross amended its 
By-Laws to provide that at least one director out 
of every four must be a person authorized to 
practice medicine in the State of Rhode Island, 
nominated by the Rhode Island Medical Society, 
and also that the board of directors of Blue Cross 
shall not adopt or amend any medical or surgical 
fee schedule relating to any non-profit medical sur- 
gical plan except with the prior written approval 
of the House of Delegates of the Rhode Island 
Medical Society. 

We call to the attention of the House at this time 
that it has not given written approval to the Blue 
Cross to adopt any surgical fee schedule; nor has 
one been submitted to it by Blue Cross for con- 
sideration as provided in the By-Laws of the 
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Hospital Service Corporation. The surgical {ve 
schedule approved by the House of Delegates is 
solely for the insurance companies that participate 
under the provisions of the Rhode Island Plan. Its 
use by any other insurance company in no manner 
indicates approval by the Society. 

The Council of the Society has already publicly 
announced that the House of Delegates would, at 
this meeting tonight, provide a final solution to the 
entire question of prepaid surgical insurance in 
this State. The solution is not a difficult one, for the 
pattern for it has been clearly drawn throughout 
the country, and the successful operation of Blue 
Cross-Blue Shield programs in every state but 
Rhode Island stands as clear evidence that should 
guide us here. 

A poll of the outstanding Blue Shield programs 
in the country, made by the Health Insurance Com- 
mittee of the Society early this year, is available 
to the House of Delegates. This poll indicates 
clearly that each program should be under the 
supervision of separate and distinct corporations : 
for the determination of policies, with joint ad- 
ministration to reduce administrative costs. Such 
joint administration can be achieved by some inter- 
locking of membership between the two boards so 
that the views of one may be easily communicated 
to the other. Blue Cross in Rhode Island has medi- 
cal representation on its Board. We have proposed 
Blue Cross representation on the Board of Direc- 
tors of our corporation. 

Attached to, and made a part of this report is 
a suggested joint operations agreement that could 
readily be effected between our two corporations. 
Also attached is a suggested contract such as would 
be drawn by the RHODE ISLAND MEDICAL 
SOCIETY PHYSICIANS SERVICE. 


Under the joint operations agreement Blue Cross 
would agree to utilize its office space, personnel 
and other services to serve both Blue Cross, and 
what would be the Blue Shield plan of the Society. 
It would be paid proportionately for rendering this 
service. 

To facilitate procedures between the two boards 
of directors, or their executive committees, we 
propose an Operations Committee composed of 
two representatives from the Executive Committee 
of each corporation to work closely with the Execu- 
tive Officer of the Plans. And if the Executive 
Officer of Blue Cross feels that he cannot accept 
the responsibility of managing both programs, we 
would recommend that our Corporation employ 
an assistant to him, of his choice, to serve as man- 
aging director of the surgical program. 


The suggested surgical contract submitted with 
this report is, of course, subject to amendment. It 
is offered as evidence of the fact that a complete 
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program may be established without any further 
delay. The contract provides for surgical pro- 
cedures only, and it would be our recommendation 
that it be a service contract utilizing the same in- 
come limits already adopted by the House of Dele- 
gates for the Rhode Island Plan now in operation. 

Blue Cross has reported that it expects to sell a 
so-called medical rider paying an indemnity of 
three dollars per day while a person is hospitalized 
for non-surgical reasons. The Society has from 
the beginning stated that once actuarial experience 
is gained with the surgical program it would desire 
to extend it to include medical service in the hospi- 
tal, and eventually outside the hospital. But we 
believe that it would be the purpose of the Society 
to also extend the service features of its surgical 
contract to a medical program at a later date. There- 
fore we have not included any indemnity rider in 
our proposed policy. If in the discretion of the 
corporation such a rider is both feasible and advis- 
able, then undoubtedly it could and would be 
adopted. 

The RHODE ISLAND MEDICAL. SO- 
CIETY PHYSICIANS SERVICE corporation 
therefore advances for consideration by the House 
of Delegates the following solution to the question 
of non-profit prepaid voluntary surgical-medical 
insurance in Rhode Island: 

1. That the joint operations agreement sub- 
mitted herewith to the House of Delegates, or one 
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similar to be drafted as the House shall instruct, be 
submitted to the Hospital Service Corporation of 
Rhode Island with the request that it be given 
careful consideration, and with the further as- 
surance that the proposal carries with it the sincere 
wish of the Medical Profession of Rhode Island 
for mutual cooperation with Blue Cross in provid- 
ing this program to the people of this State. 

2. That if the Hospital Service Corporation 
(Blue Cross) will enter into this joint operation 
of a surgical plan, and ultimately a medical plan, 
the Society will instruct the Rhode Island Medical 
Society Physicians Service to make Blue Cross 
the exclusive sales agency for the Plan, and the 
Society will terminate its present Rhode Island 
Plan as presently constituted. 

3. That if the Hospital Service Corporation 
(Blue Cross) will enter into joint agreement with 
the Society and its Physicians Service, as outlined 
above, and in the agreement of operations, the 
House of Delegates will immediately re-assemble 
in special session and complete any necessary details 
involving policies affecting the medical profession, 
and its support of Physicians Service. 

4, That the service features now incorporated in 
the Rhode Island Plan be adopted for the policy 
offered by the Physicians Service Corporation. 

5. That the members of the Rhode Island Medi- 
cal Society be asked to be participating physicians 

continued on next page 
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with the Rhode Island Medical Society Physicians 
Service, and not with any other medical-surgical 

; tite “ie WHEREAS, under a system of free enterprise. 
plan unless it has been approved by the Rhode the American medical profession has established 


Island Medical Society. the world’s higest standard of scientific perform- 
ance, treatment, and research, thereby helping the 










6. That, i fospital Service Corporati ‘ : ; 
“9 Th at, if the Hospital : = r Co dhe 7 United States to become the healthiest major nation 
( Blue Cross ) refuses to enter into a joint operations in the world; and 
agreement with the Rhode Island Medical Society WHEREAS. the benefits of American medicine 
Physicians Service, the House of Delegates author- are available to the people of this country through 






budget-basis voluntary health insurance, the best 
health insurance which exists in the world; and, 


WHEREAS, the experience of all countries 


ize the Physicians Service to consider the complete 
operation of its own non-profit surgical insurance 








program as the only non-profit plan in the State where geveninent hes Snusentd sonteal of teuiicel 
to which the members of the Society would be services has shown that there has been a gradual 






erosion of free enterprise and a progressive deteri- 
oration of medical standards and medical care to 






requested to participate on a service basis, and that 







this House of Delegates re-convene in special ses- the detriment of the health of the people, NOW 
sion immediately to activate such a plan, and to THEREFORE, 
provide the necessary funds from the Society’s BE IT RESOLVED, That the Woonsocket Dis- 





trict Medical Society does hereby go on record 


general treasury to meet the organizational costs. t , 
’ against any form of compulsory health insurance 








THE RH¢ IDE ISLAND or any system of political medicine designed for 
MEDICAL SOCIETY national bureaucratic control; 
PHYSICIANS SERVICE That a copy of this resolution be forwarded to 






the President of the United States, to each Senator 


Joseph C. O’Connell, M.p. : 
5 and Representative from the state of Rhode Island, 







» a / > . ° 
Rocco Abl ate, M.D. and that said Senators and Representatives be and 
Morgan Cutts, M.p. are hereby respectfully requested to use every effort 
at their command to prevent the enactment of such 





Charles J. Ashworth, op. 
Charles L. Farrell, M.p. 





legislation. 
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SUGGESTED JOINT OPERATIONS AGREEMENT 
BETWEEN 
THE HOSPITAL SERVICE CORPORATION OF RHODE ISLAND 
AND 
THE RHODE ISLAND MEDICAL SOCIETY PHYSICIANS SERVICE 


THIS AGREEMENT MADE THIS day of 19 between RHODE 
ISLAND HOSPITAL SERVICE CORPORATION, a corporation qualified under the provisions 
of Chapter 719 of the public laws, 1939 (hereinafter referred to as Hospital Service), and RHODE 
ISLAND MEDICAL SOCIETY PHYSICIANS SERVICE CORPORATION, a corporation or- 
ganized under the provisions of Chapter 1598 of the public laws, 1945 (hereinafter referred to as 
Physicians Service). 

WITNESSETH: 

THAT WHEREAS each of the parties hereto is a non-profit corporation existing under and by 
virtue of the laws of the State of Rhode Island and 


WHEREAS Hospital Service has developed a staff and provided equipment to carry on its 
services ; and 

WHEREAS the service of both parties hereto is similar to and will supplement the work of the 
other ; and 


WHEREAS it would be advantageous to Physicians Service to use certain facilities of Hospital 
Service, thereby resulting in reduction of costs of acquisition, administration ; and 


WHEREAS the objectives of Hospital Service will be furthered by common administration 
with Physicians Service ; and 

WHEREAS it is deemed to the mutual advantage of both parties that they should cooperate and 
work together. 

NOW, THEREFORE, it is covenanted and agreed as follows: 

1. The Executive Director of Hospital Service shall serve as the Executive Director of Physicians 
Service, and shall receive such total salary from the Physicians Service and Hospital Service as shall 
be determined by the Executive Committees of the Physicians Service and Hospital Service, and such 
salary be pro-rated or divided between the Physicians Service and Hospital Service on the basis of 
the proportions provided in paragraph 6 B below. It shall be his duty, under the direction of an Opera- 
tions Committee, composed of two representatives from the Executive Committee of Physicians Service 
and two representatives from the Executive Committee of Hospital Service, to carry on the business 
of the Physicians Service and Hospital Service as Executive Officer. He will give his full time and best 
efforts to promotion of the successful conduct of the Plans and activities of both parties to this contract. 
Physicians Service may employ and pay direct from its funds for its own secretary, medical advisor, 
attorney, independent auditor and any other employee that it deems advisable. 

2. Hospital Service will furnish office space for the personnel serving both parties hereto, services 
necessary for the acquisition of subscribers, and administrative services, including billing, accounting, 
and general operating supervision. 

3. Hospital Service will render bills on all outstanding contracts of Physicians Service, will use its 
best efforts to collect all accounts receivable for Physicians Service and will account monthly for and 
pay to Physicians Service all sums collected by it for the account of Physicians Service. Hospital Service 
shall not be required to take any legal action to collect the accounts of Physicians Service but will from 
time to time report any failure on its part to collect any such accounts. Hospital Service shall have the 
right to send one or more bills to any employer or remitting agent covering amounts due both corpora- 
tions, and in the event that any such employer or remitting agent shall pay less than the full amount of 
such bill in any instance the amount collected shall be credited to the parties hereto in accordance with 
the allocation indicated by the employer or remitting agent in behalf of his employees or subscribers. 


4. Hospital Service will use efforts in the acquisition of subscribers for Physicians Service similar 
in kind and degree to, and constant with, its own acquisition practice, subject to consultation with, and 


to the approval of Physicians Service with respect to general program and detail, including forms of 
continued on page 578 
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contracts, literature and other publicity. Hospital Service shall not solicit contracts providing payment 
of indemnity for medical and/or surgical services issued by any organization other than the Physicians 
Service. 

5. Enrollment and administrative regulations of both parties hereto shall be as nearly alike as 
practicable in order that the analysis of subscription applications and the acceptance or non-acceptance 
of applications for subscribers may be uniform. 

6. The charges for services rendered by Hospital Service hereunder shall be determined in the 
following manner : 

(a) The Hospital Service shall be paid by the Medical Service up to the sum of $2,000.00 upon 
the execution of this agreement which shall compensate the Hospital Service for the development of 
new forms and practices which are for the use of the Physicians Service, as provided herein. 

(b) In order to reimburse Hospital Service for its expenses in performing its duties hereunder, 
Hospital Service shall retain from the funds collected for the account of Physicians Service an amount 
which shall be computed as follows: it shall be the same per centum of the total operating expenses of 
Hospital Service, including the cost of services rendered for Physicians Service, that the income of 
Physicians Service bears to the total income of both Physicians Service and Hospital Service. Said 
amount shall be computed and retained monthly. The Hospital Service shall credit separately the sums 
received for Physicians Service and shall provide and maintain proper accounting and recording facili- 
ties pertaining to all matters contained in this agreement, to which the Physicians Service may have 
access at all reasonable times. 

7. Physicians Service may at its expense, from time to time, but not oftener than once a month, 
examine by its agents or auditors the books and records of Hospital Service for the purpose of determin- 
ing the accuracy of the billings for charges as aforesaid. Nothwithstanding any question as to the 
accuracy of the billings, Physicians Service shall pay said bills when rendered by Hospital Service. 
The said bills thereafter be adjusted at the request of either party, to correct any errors or omissions 
in the computation thereof, provided, however, that any payment shall be final and conclusive, unless 
a protest or claim for refund is made by either party: (1) prior to the first day of April with respect 
to all bills for the preceding calendar year, and (2) upon the termination of this contract within 
three months after such termination. Costs incurred by Physicians Service in rendering services for 
the benefit of Hospital Service or for the benefit of both parties hereto as mutually agreed upon shall be 
billed by Physicians Service to Hospital Service on the same basis as provided herein for services 
rendered to Physicians Service by Hospital Service. 

8. While it is contemplated that Hospital Service will do the clerical work concerning claims for 
Physicians Service, the actual responsibility and authorization for payment of these claims shall be 
that of Physicians Service. Checks for payment of claims against Physicians Service when payment has 
been approved by Physicians Service shall be drawn by Hospital Service on the account of Physicians 
Service and presented to the proper officer or officers of Physicians Service for signature. 

9, Such accountants as Hospital Service shall from time to time employ, shall establish account- 
ing practices to be followed under the terms of this contract. In the event any dispute as to such account- 
ing practices shall arise, Physicians Service shall have the right to retain and use at its own expense its 
own accountants who shall confer with the accountants of Hospital Service and endeavor to work 
out accounting methods mutually satisfactory. 

10. In the event of any differences of opinion in the interpretation of this Agreement or of any 
disagreement between the parties of this Agreement, the same shall be referred for determination to a 
Comittee, consisting of the President and the Treasurer of each corporation. The determination of 
such matters referred to such Committee shall be approved by the Executive Committee of both parties 
to the contract. 

11. It is agreed that Physicians Service and Hospital Service may issue a combined Subscriber's 
contract or contracts, in such form as may be approved by both parties hereto, or each corporation may 
issue its own separate contracts. 

12. This contract shall remain in force and effect until terminated by either party hereto after 
ninety days written notice. In the event of the termination of this contract, Hospital Service shall turn 
over to Physicians Service all applications, contracts, records, documents and papers of any and every 
kind which pertain to Hospital Service as well, Hospital Service shall be entitled to retain them, but 


shall permit Physicians Service to make copies or facsimiles thereof. Such records as are records of 
continued on page 580 





OCTOBER, 1949 


better nutrition means 


fewer: stilibirths 
neonatal deaths 
complications of delivery 
pre-eclampsias 
. abortions 
~ toxemias 


nutritional 
balance 
to favor 
the health 
of mother and 
baby 


.. specially designed to help meet increased vitamin-mineral needs during preg- 
nancy and lactation. Improved maternal nutrition means better physical health for 
the mother with many prenatal symptoms and discomforts almost wholly relieved or 
avoided, and sturdier babies with greater resistance to disease. 


Two vitamin (dark color) capsules provide: vitamin A 10,000 units, thiamine 5 mg., 
riboflavin 5 mg., niacinamide 20 mg., choline 50 mg., pyridoxine 1 mg., pantothenic 
acid equiv. 10 mg., ascorbic acid 150 mg., vitamin D 1000 units, d, alpha-tocopherol 
5 mg., and B complex factors from 400 mg. yeast. 


Two mineral (light color) capsules provide: calcium 220 mg. (from di-calcium 
phosphate 750 mg.), iron 50 mg. (from ferric phosphate 3 gr.), phosphorus 
200 mg., magnesium 1.5 mg., copper 1.5 mg., manganese 1.0 mg., iodine 0.1 mg., and 
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both Physicians Service and Hospital Service shall be reproduced and made available to Physicians 
Service and the expense shall be borne equally. 


13. It is understood and agreed that the relationship between the parties hereto is that of inde- 
pendent contractors and that all acts performed under the provisions of this contract by either party 
hereto shall be performed by such party as a distinct and separate organization. Nothing herein con- 
tained shall be construed to give either party hereto any control over the employees paid in full by the 
other party hereto, or to give either party hereto control over an employee paid by both parties as per- 
tains to the duties said employee may perform for the other party hereto. Nothing herein contained 
shall in anywise affect the separate identity of the parties hereto nor of their respective functioning 
as contemplated by their respective charters nor shall either party, under any circumstances, be liable 
or responsible for the debts and obligations of the other, nor shall either party be liable for any contracts 
made or issued by the other, nor for standards of service rendered or for performance by the other. 
No representations or commitments whatsoever shall be made by Physicians Service for Hospital 
Service and no representations or commitments shall be made by Hospital Service for Physicians Service 
except as herein expressly provided. Either party may at any time exhibit this contract, indicating their 
relationship, as occasion may require. It is understood and agreed between the parties hereto that this 
agreement and any act or thing done or suffered thereunder shall not result or be construed to make 
the parties hereto co-partners or joint adventurers, and the parties hereto do hereby declare that it is. 
the intent and purpose of this agreement to establish the relationship of independent contractors. 























14. Nothing herein contained shall be construed to limit or qualify the power of the Boards of 
Directors, Officers, and/or Membership of either Plan nor shall anything contained be construed as 
the practice of medicine by Hospital Service or as the providing of hospitalization by Physicians Service. 

IN WITNESS WHEREOF the parties hereto have caused this instrument to be executed by 
their duly authorized officers and their corporate seals to be hereunto affixed the day and year first 
above written. 
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Prompt and effective relief from distressing 
urinary symptoms has been achieved in a 
large percentage of patients with chronic in- 
fection of the urinary tract, through the 
simple expedient of taking Pyridium orally. 

Two tablets ¢.i.d. produce an analgesic 
effect on the urogenital mucosa, without sys- 
temic sedation or narcotic action. 
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urinary frequency, and pain and burning on 
urination, often enables patients to carry on 
without interruption of normal pursuits, 
throughout the course of specific treatment 
of uncomplicated cystitis, pyelonephritis, 
prostatitis, and urethritis, with virtually no 
danger of side reactions. 

The complete story cf Pyridium and iis 
clinical uses is available on request. 
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BOOK REVIEWS 





OUTWITTING YOUR YEARS by Clarence 
W. Lieb. Prentice-Hall, Inc., N. Y. 1949. $2.75. 
“Outwitting Your Years” is an exceptionally 

good book, to our mind worthy of a less flippant and 

more impressive title. It deals, not too technically, 
but from a broad scientific standpoint with most of 
the diffculties, physical, mental and spiritual, which 
may afflict the individual of fifty years and over. In 
this, the author concedes freely and frankly the 
truth that the problem lies not in what these diseases 
are (since they are for the most part common to 
every decade of our adult life) but rather how to 
handle them as they come to us in old age. In this 
he preaches and practices psychosomatic medicine 
in its very best sense. 

To discuss all the topics found in these pages 
would be far beyond the scope of a brief review. 








X-Cellent’ , 








Warwick Club Ginger Ale Co., Inc. 
“It Sings In The Glass” 


Note especially, however, the chapters on 
“change of life in men and women”, the discussion 
on blood pressure, its significance or lack of it, the 
folly of overeating and dangers of overweight as 
age advances, and if one reads no more than the 
summarizing chapter 29, “The Supreme Alchemy,” 
his time has been well spent. 

We recommend this excellent book to physicians, 
laymen and indeed to all who are approaching 
middle age, that vital time when training should 
begin for the study and solution of the problems 
which beset old age— 

It is the result of the life-long experience of a 
kind, wise and deeply human doctor. No one can 
be better qualified to guide us safely into the 
evening of life. 

Hatsey DEWOLF, M.D. 


GOULD MEDICAL 
Blakiston Company, 


BLAKISTON’S NEW 
DICTIONARY, The 
Phil., 1949, $8.50. 


This dictionary, with its many new entries, a 
new system of phonetic spelling and alternate pro- 
nunciation, 1294 pages, 252 excellent illustrations, 
especially the 129 in color, is well printed and easy 
to read. Useful charts are added on bones, veins, 
arteries, monstruosities, diets, phobias, etc. 

Both the lay and the medical man look at the 
dictionary for help. It is to be hoped that some day 
medical literature will be ridden of personal names 
on titles, and of single or multiple personal-names 
syndromes. However, the dictionary is the place 
for them. Although amply indicated under disease, 
there are only 28 under syndrome. One likes to 
see them all in the dictionary and better if a note 
on their value is added. 

While malingering and pathomimicry is listed, 
I have not found artefacta and factitia. Koebner is 
mentioned in relation to epidermolysis bullosa, but 
his phenomenon is missing. Podophyllin is not 
indicated as a drug officially discarded as a cathartic 
and reentered since 1942 as one of the best remedies 
for condyloma acuminatum. 

With the exception of a few such details the 
dictionary is to be considered as a valuable addition 
to a medical library. 

F. RONCHESE, M.D. 
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